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¥Z 

Annede ve Babada Doĵum Sonrasē Depresyonu Etkileyen Faktºrler 

Ķrem Beng¿ ķensoy 

Haziran 2017, 102 Sayfa 

       Bu araĸtērmanēn amacē annelerin ve babalarēn doĵum sonrasē depresyon (DSD) 

d¿zeylerini karĸēlaĸtērmak ve DSD d¿zeyini etkileyen faktºrleri tespit etmektir. 

Araĸtērmanēn ºrneklemi Giresun merkezde yaĸayan, son 12 ay i­inde bebek sahibi 

olmuĸ 70 ­iftten (70 kadēn ve 70 erkek) oluĸmaktadēr. Veri toplamak i­in sosyo-

demografik bilgi formu, Evlilik Yaĸam ¥l­eĵi (EY¥), ¢ok Boyutlu Algēlanan 

Sosyal Destek ¥l­eĵi Gºzden Ge­irilmiĸ Formu (¢BASD¥) ve Edinburgh Doĵum 

Sonrasē Depresyon ¥l­eĵi (EDSD¥) kullanēlmēĸtēr. DSD d¿zeyinin evlilik  doyumu 

ve aileden algēlanan sosyal destek ile anlamlē negatif iliĸkisi olduĵu, arkadaĸlardan 

ve ºzel bir insandan algēlanan sosyal destek ile anlamlē bir iliĸkisi olmadēĵē 

saptanmēĸtēr. Eĸlerin DSD d¿zeyleri arasēnda anlamlē pozitif iliĸki vardēr. DSD 

d¿zeyleri ile eĵitim d¿zeyi, gelir d¿zeyi, doĵumdan sonra ge­en s¿re, cinsiyet 

faktºrleri arasēnda anlamlē iliĸki olmadēĵē, kadēnlarda yaĸ ve evlilik s¿resinin, 

erkeklerde evlilik yaĸē, evde yaĸayan kiĸi sayēsē ve bakmakla y¿k¿ml¿ olunan kiĸi 

sayēsēnēn DSD d¿zeyleri ile anlamlē pozitif iliĸkisinin olduĵu bulunmuĸtur. 

¢alēĸmanēn bulgularē annenin DSD teĸhisi aldēĵē ve takip edildiĵi klinik ortamda 

babanēn ihmal edilmemesi gerektiĵini ortaya koymaktadēr. 

 

Anahtar kelimeler: Doĵum sonrasē depresyon, Evlilik doyumu, Algēlanan sosyal 

destek. 
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ABSTRACT 

The Factors Affecting Maternal and Paternal Postpartum Depression 

Ķrem Beng¿ ķensoy 

June 2017, 102 Pages 

       The aim of this study is to compare the postpartum depression (PPD) level of the 

mothers and fathers, and to determine the factors affecting PPD level. The sample of 

the study consists of 70 married couples (70 female and 70 male) who had a baby 

during the last 12 months and living in Giresun province, Turkey. Socio-

demographical information form, Marital Life Scale (MLS), Multidimensional Scale 

of Perceived Social Support (MSPSS), and Edinburgh Postnatal Depression Scale 

(EPDS) were used for data collection. PPD level is found to have a negative 

significant relationship with marital satisfaction and perceived social support from 

the family but not from friends and significant other. There is a significant positive 

correlation between PPD levels of spouses. PPD level was found not to be 

significantly related to education level, income level, time passed since delivery, and 

genders, and to have significant positive relationship with age and years of marriage 

for women, and with age at marriage, number of people living in the house and 

number of dependants for men. The findings of the study suggest that fathers should 

not be neglected at the clinical setting when the mother is diagnosed and followed-up 

for PPD.  

 

Keywords: Postpartum depression, Marital satisfaction, Perceived social support. 
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CHAPTER I  

INTRODUCTION  

1.1. Research Topic and Problem 

       Postpartum depression (PPD) is a mental disorder that develops due to 

biological, psychological and sociocultural factors, lasts for a long time, disrupts 

mother and family health, requires treatment and is often not recognized by health 

care workers (Cºmert Okutucu, 2013). 

       The woman and her husband face physical and psychological changes with new 

roles and responsibilities in the postnatal period, and these changes can create stress 

in the emotional, behavioral and cognitive domains. Transition to parenting is a 

critical stage and women may experience emotional problems such as anxiety, stress 

and PPD (Forman et al., 2000; Soet et al., 2003). 

       Having a child is not only a gain for the woman, but also many of the losses and 

the changes related to identity such as changes in the form of body by pregnancy and 

birth, decreased sexual attractiveness, loss of personal space, the sense that there is a 

loss in memory, loss of job, occupational status or occupational expectations, loss of 

friends, the transition from the role of independent woman to the role of traditional 

woman which leads to some changes beyond personal relationships (Baor and 

Soskolne, 2010; Ulukavak, 2004). Accordingly, PPD can be regarded as a grief 

reaction against the losses which experienced with pregnancy and birth (MacArthur 

et al., 2002). 

       In this period, when many women believe they should be happy, they feel guilty 

because they carry depressed feelings, cause them to hide their symptoms and make 

the PPD easily unnoticed (G¿lseren, 1999). 



 2 

       According to Wee et al. (2011), a result of widespread belief that only women 

are affected by PPD, and a large number of studies on this topic have focused on 

women. However, there are a number of problems that men have to overcome as 

well as women in this period. To create the necessary mental/emotional resources to 

establish a safe and supportive relationship with the child, helping the new baby care 

and supporting the mother in her new role, difficulty in adapting to the changes that 

will occur rapidly with the birth of the baby, and new requests to face with 

fatherhood are just some of the problems that the father has to overcome (Fletcher et 

al., 2006). For this reason, these and similar problems that must be overcome by men 

face men with a range of psychological disorders as well as women, and depression 

also occurs in pre- and post-partum periods on men (Wee et al., 2011). 

       Psychological situations of the parents have a major role in the social and 

cognitive development of children. In this direction, it is necessary to follow and 

support the fathers in the postpartum period. First of all, the knowledge and 

awareness of the health professionals should be increased and the situation of the 

fathers should be closely monitored in the postpartum period together with the 

mother in order to eliminate this problem. 

1.2. Aim of the Study 

       The aim of this study is to compare the PPD levels of the mothers and fathers, to 

determine the relationship between the PPD levels of paired couples and the risk 

factors. 

1.3. Research Questions 

1. Is there a significant difference between PPD levels of women and men? 

2. Is there a significant relationship between PPD levels of paired couples?  

3. Is there a significant relationship between PPD and marital satisfaction?  
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4. Is there a significant relationship between PPD and social support?  

1.4. Sub-Questions of the Research 

1. Is there a significant relationship between marital satisfaction and social support? 

2. Is there a significant relationship between PPD and age? 

3. Is there a significant relationship between PPD and education level? 

4. Is there a significant relationship between PPD and income level? 

5. Is there a significant relationship between PPD and time passed since the delivery? 

6. Is there a significant relationship between PPD and length of marriage? 

7. Is there a significant relationship between PPD and number of people living in the 

house? 

8. Is there a significant relationship between PPD and number of dependants? 

1.5. The Importance of the Research 

       PPD is a serious family health problem. In the literature, it is stated that 2-25% 

of the parents experienced emotional problems after the birth (Zelkowitz and Milet, 

2001; Tam et al., 2002; Gao et al., 2010; Wee et al., 2011; Matthey et al., 2003). 

Strikingly, studies have reported that nearly 60% of couples are found to have 

depressive symptoms in at least one partner in the last period of pregnancy or in the 

early postpartum period (Kim and Swain, 2007; Goodman, 2004). 

       Many studies on the subject over the past 60 years have focused on the negative 

effects of maternal PPD on child development (Kim and Swain, 2007). Prenatal 

anxiety and depression have been suggested to be one of the strongest predictors of 

PPD (Gotlib et al., 1989; Hannah et al., 1992). It has been detected that if not 

intervened during pregnancy, in the following years behavioral and emotional 

problems can be revealed in the children of the mothers whose depression continues 

during the postpartum period (Beck, 1998; Field, 2011). 
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       Gao et al. (2009) reported that fathers experienced stress and depression as well 

as mothers in the postpartum period. In recent years, researchers have focused on 

studies that investigate the effects of paternal depression on the baby and child 

development. It is thought that paternal PPD may affect father-baby bonding 

negatively and may lead to psychopathology in childhood such as behavioral 

disorder, hyperactivity, anxiety, depression, delayed speech in the future period 

(Musser et al., 2013; Ramchandani et al., 2005; Goodman, 2004; Ramchandani et al., 

2008a; Ramchandani et al., 2008b). 

       Unlike in maternal PPD, findings are not easily recognizable and progress is 

slow in paternal PPD. Depression is often seen at a later date than when it occurs in 

the mother. Stress due to changes in social and economic circumstances may mask 

the symptoms of depression (Schumacher et al., 2008). This can lead to the serious 

changes on fathers in the postpartum period to being overlooked and to inadequacy 

of screening, diagnosis and treatment of depression. 

       PPD, which may initially be insidious, may be overlooked, especially if it is mild 

to moderate, and the patient's search for help is not supported. In these cases, PPD 

may persist for a long time and eventually become more severe as hospitalization 

becomes necessary. For this reason early diagnosis is essential (Karamustafalēoĵlu 

and Tomruk, 2000).  

       Diagnosis and treatment of paternal PPD is vital to prevent negative 

consequences that may be experienced. This study is important for determining the 

PPD levels of parents and risk factors of PPD. 

1.6. Assumptions 

       In this study, the following assumptions were made. 
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1. In this study, it is assumed that the participants gave sincere and correct answers to 

the measuring instruments applied during the research. 

2. Marital satisfaction of partners will be determined by Marital Life Scale (MLS), 

perceived social support levels by the revised form of Multidimensional Scale of 

Perceived Social Support (MSPSS), PPD levels by Edinburgh Postnatal Depression 

Scale (EPDS). 

3. Perceived social support levels of partners are examined in three sub-dimensions; 

Family, friends, significant other. 

1.7. Limitations  

1. The current study is limited to women who gave birth between March 2016 and 

March 2017, and apply to the Giresun University (GRU) Gynecology, Obstetrics and 

Pediatrics Training and Research Hospital and to the family health centers in the 

province of Giresun and their husbands. 

2. The variables are limited to PPD, marital satisfaction, and social support 

dimensions described in the theoretical section and socio-demographic information. 

3. The research is limited to the information collected by the scales.  

1.8. Theoretical Framework 

1.8.1. Post-Partum Depression  

       The period that starts with the birth of the placenta, followed by the changes 

occurring in the motherôs body reverting is called the ñPuerperiumò. The postpartum 

period which includes the puerperium and also the breastfeeding period is an 

important process where psychiatric disorders can occur (Newport et al., 2002). This 

process is characterized with certain changes. Physiologically, the uterus, the vagina 

and other genital organs enter a regressing process and return to their pre-pregnancy 

states while the mother experiences a difficult and progressive process in which new 
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roles and responsibilities are gained. These newly gained roles create a certain degree 

of stress and anxiety in the mother (Mucuk and G¿ler, 2002). The mental state 

changes that may emerge during this period affect the person's life activities, social 

life and interpersonal relationships negatively after a certain point (Evans et al., 

2001). First document that are still relevant belonged to Hippocrates and Tortula 

(Cºmert Okutucu, 2013). In 1845, Esquirol attributed the etiology of postpartum 

mood disorders to different circumstances of lactation (Ayvaz et al., 2006). Pitt also 

suggested PPD is a different disorder from classical depressive disorders, and it is 

not hormonal changes accompanying birth but rather as a nonspecific stress response 

(Kocamanoĵlu, 2008). Other researchers, such as Dalton, have argued that hormonal 

changes and especially the sudden drop of progesterone levels at birth are 

responsible for the development of PPD (Cºmert Okutucu, 2013).  

       During the postpartum period, parents have to give child care, create a safe 

environment for the baby, communicate with the baby, learn new roles, develop 

family sensitivity and cope with the problems of the baby. Therefore, the postpartum 

period may turn into a crisis for the family. Many women easily adapt to 

physiological, psychological and social changes that come with pregnancy and birth. 

However, women who fail to adapt are prone to develop emotional problems 

(B¿y¿kkoca, 2001; Walker and Wilging, 2000; Mucuk and G¿ler, 2002).   

       Depression, in both pre- and postpartum periods, is a serious disorder that can 

affect men just as it affects women (Wee et al., 2011). A father candidate to gather 

the mental and emotional resources to build a safe and supportive relationship with 

his child is at least as important as providing care to the newborn and supporting the 

mother with her new role. However, he faces fatherhood without being ready for the 
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changes that will come with the babyôs birth and unbeknownst of the requests he will 

face (Fletcher et al., 2006). 

       The strong relationship of the father's depression with the mother's depression 

has significant effects on familyôs health and well-being (Goodman, 2004). A father 

with depression can increase the effect of the motherôs depression on the child; two 

parents with depression can pose severe social, psychological and cognitive threats 

for the child.  On the other hand, a healthy father can assume a protective role over 

the harmful effects of the motherôs depression on the child (Fletcher et al., 2006).  

1.8.1.1. Definition, Diagnosis Criteria, Differential Diagnosis 

       Postpartum period; is defined as a process that refers to a period of 6-8 weeks, 

starting from the separation of placenta (Ayvaz et al., 2006; Eren, 2007). 

       Depression is a term used in response to the Latin "depresus" connotation, which 

means downward suppression. In the medical literature, depression is a condition that 

includes general unhappiness, indifference, fatigue, excessive sadness and sorrow, 

loss of pleasure, introspection, social isolation, invalidity, feeling of ineffectiveness 

(Serhan, 2010). 

       With PPD several symptoms can be observed such as; feeling of worthlessness, 

anxiety and panic attacks, feelings of guilt, feeling like crying or uncontrollable 

crying, retardation in movement and speech, agitation or hyperactivity, eating 

disorders (eating too little or too much), sleep disorders, confusion, forgetfulness, 

loss of energy and motivation, feel of loneliness, fear of loss of control of fear of 

insanity, self-doubt, feeling helplessness, social withdrawal, loss of self-esteem, loss 

of energy and motivation, loss of libido, memory impairment, apathy towards the 

baby, worrying about the baby, harming the baby (Affonsoa et al., 2000; Uyar, 2005; 

Aktaĸ, 2008). 
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       Current studies base their definition of paternal PPD on the definition of 

maternal PPD. Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition 

(DSM-V) defines PPD as major depressive episode that occurs in the mother in the 

first four weeks after birth. According to DSM-V, major depression diagnostic 

criteria can also be used for fathers (American Psychiatric Association- APA, 2013). 

For the same diagnostic criteria that are used with mothers to be used with mothers 

their validity must be tested, as risk factors differ between mothers and fathers. For 

example, it is documented that in fathers, PPD progresses more slowly and may 

occur within a year (Matthey et al., 2000). Consequently, the term ñdevelops in the 

first four weeks after birthò may not be suitable for fathers (Kim and Swain, 2007).  

       Diagnosis of PPD requires clinical interview. However, due to conducting 

clinical interviews with all women in the postpartum period with psychiatric 

symptoms being both time consuming and economically costly, it is thought to be 

more appropriate to use the quick-and low-cost screening tools to address the 

problem (Evins and Theofrastous, 1997; Henshaw and Elliott, 2005). There are some 

standard self-report screening tools developed for this purpose that can be used to 

assess the mental state of a mother. These screening tools that aim to assess 

depressive symptoms can give information about the degree of the psychological 

discomfort and determine if the mother has PPD. Cox and Holden (1987) developed 

the EPDS with the idea that using a specific scale in studies on PPD would lead to 

more accurate results. In 1994, Cox stated that the scale could also be used to detect 

depression in fathers (Cºmert Okutucu, 2013). EPDS has passed validity and 

reliability test in the United States of America (USA) and non-English speaking 

countries, and has been validated for men (Edoka and Petroub, 2011; Murray and 

Cox, 1990). In Turkey, validity and reliability study of the Turkish version of EPDS 
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was conducted by Engindeniz et al. (1997) who stated that it could also be used to 

determine depressive fathers but it would require reliability and validity studies to be 

conducted on this field.  

       The term used for psychiatric disorders with different clinical appearances is 

ñPostpartum mood disorderò. Postpartum mood disorders are classified according to 

their severity, characteristics, treatment and prognosis as; postpartum blues (PPB), 

PPD and postpartum psychosis (PPP) (G¿lseren, 1999; Robinson and Stewart, 1986). 

       It may be difficult to distinguish PPD in the first weeks because symptoms such 

as lack of libido, sleeping disorders may be seen in PPB. PPB generally emerges 

within the first three to five days after birth. Symptoms gradually fade and are 

expected to disappear after two weeks. If the symptoms persist after two weeks, and 

apathy towards the baby, loss of energy, alterations in the mood are added; the 

mother should be monitored and controlled regarding the PPD (Erdem and Bez, 

2009).  

       In clinical picture of PPD, sadness and apathy towards the baby are preliminary 

and suicidal tendencies are less present in PPP. PPP is characterized with delusions 

and hallucinations. PPP is the most severe psychiatric disorder that occurs in the 

postpartum period (G¿lseren, 1999). The mother may possess thoughts of harming 

her baby (Ahokas et al., 2000). It usually starts within 2-3 weeks following birth and 

lasts for 2-3 months and requires urgent treatment. The patient should be admitted to 

the hospital be ensured to not harm themselves or the baby. 

1.8.1.2. Prevalence 

       In studies using standard diagnostic methods in the American and European 

populations, the prevalence of PPD has been reported as 3.5-17.5% (Evins and 

Theofrastous, 1997; Bashērē and Spielvogel, 1999) and in self-report scale studies, as 
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%3-42 (Georgiopoulos et al., 1999; Dennis et al., 2004). Yonkers et al. (2001) 

reported %5.2 prevalence of PPD in a study based on the DSM-IV criteria in 

postpartum period with 802 women in the USA. Chandran et al. (2002) found that 

the prevalence of PPD was 11% in a study conducted with 359 women in India 

according to International Statistical Classification of Diseases and Related Health 

Problems, Tenth Edition (ICD-10) diagnostic criteria. Kitamura et al. (2006) reported 

PPD prevalence as 5% in a study conducted with 290 women using DSM-IIIIR 

criteria in Japan. 

       In Turkey, the prevalence of PPD ranged between 21.2% and 54.2% in studies 

conducted with self-report scales (Ķnandē et al., 2002). In a group which was 

evaluated by EPDS, it was found that PPD affected 17.5% of participants (Eren, 

2007). In another group, this rate was 35.5% (G¿lnar et al., 2010). In a study 

conducted in Konya, the prevalence of PPD was 19.4% (¥zdemir et al., 2008). In a 

study conducted in Trabzon province center, this rate was found as high as 28.1% 

(Ayvaz et al., 2006). In a similar study conducted in province center in Samsun, this 

rate was 23.1% (S¿nter et al., 2002), in the province of Bornova, Ķzmir it was 29% 

(¢eber et al., 2002) in Sakarya it was 23.8% (Durat and Kutlu, 2010), and in a study 

conducted in a semi-urban area in Manisa, the prevalence was 36.9% (Erbay, 2002). 

       In the literature, the incidence of PPD in fathers varies significantly. In a study 

conducted on 312 Australian fathers, 18.6% exhibited depressive symptoms (Boyce 

et al., 2007) In studies evaluating the rate of depression in the first 12 months after 

birth in men who had new children in the USA, different results were obtained 

ranging from 4% (Ramchandani et al., 2005) to 25% (Soliday, 1999). In the study of 

Lane et al. (1997) in Ireland, rate of paternal PPD was 1.2% (Kim and Swain, 2007). 

In the compilation of 43 articles published by Paulson and Bazemore (2010), 
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prevalence of PPD was found to be 23.8% in father and 10.4% in mothers. These 

figures are the result of studies conducted up to a year after the birth. In the same 

compilation, the highest rates were found between 3-6 months postpartum, which is 

26% for men and 41% for women. In the study conducted by Pinheiro et al. (2006) in 

Brazil, PPD was found in 26.3% of mothers and 11.9% of fathers (Kim and Swain, 

2007). In the study conducted by Serhan et al. (2013) in Turkey PPD was seen in 

9.1% of mothers and 1.8% of fathers who participated. Most of these studies were 

conducted on small sample sizes. From this perspective, the study of Rachandani et 

al. that was conducted on 12,884 fathers is of great importance.  

1.8.1.3. Risk Factors 

        Although it is not known precisely in the literature, rapid physiological and 

hormonal changes, difficulty of adapting to changing family life, and to a new role 

psychologically and socially, history of depression or depression that starts with 

pregnancy and persists through postpartum period are thought to increase the risk of 

PPD. However, which risk factors are more effective depends on the individual 

(Amankwaa, 2003; ¥zdemir, 2007; Annag¿r, 2008). 

       One of the most comprehensive studies to reveal factors responsible for the 

occurrence of PPD was conducted by Beck (2001); after the meta-analysis of 84 

studies, the most important risk factors of PPD were found as:  

1. Presence of prenatal depression and anxiety 

2. History of depression 

3. Stress related to child care 

4. Lack of social support 

5. Stressful life events 

6. PPB 
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7. Problems with spouse/partner 

8. Low self-respect 

9. Baby with difficult temperament 

10. Marital satisfaction 

11. Unwanted or unplanned pregnancy 

       Goodman (2004) defined three important markers that can be used to foresee 

paternal PPD:  

¶ If the father has previously been diagnosed with depression, 

¶ If the mother had depression in prenatal or early postpartum period  

¶ Quality of the relationship between spouses especially in the first year after 

birth. 

       Having PPD in the partner is considered to be the most important risk factor for 

development of paternal PPD (Goodman, 2004). Other risk factors of paternal PPD 

include low socioeconomic status, being raised by a step-parent, being the partner of 

a single mother, becoming a father for the first time, and inadequate familial and 

community support systems (Kim and Swain, 2007; Goodman, 2004; Paulson and 

Bazemore, 2010; Letourneau et al., 2012). 

1.8.1.3.1. Biological and Physiological Factors 

       Physiological and hormonal changes in women during pregnancy, childbirth and 

postpartum period develop rapidly enough to force the limits of physical adaptation 

capabilities of women. Many studies report that sudden changes in estrogen and 

progesterone levels affect PPD (Balkaya, 2002; Maurer-Spurej et al., 2007; Aktaĸ, 

2008). In the postpartum period, hypofunction of the thyroid gland can also cause 

depression (Lucas et al., 2001; Wissart et al., 2005; Annag¿r, 2008). Similar 
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hormonal mechanisms are thought to be also relatable to the fathers (Kim and Swain, 

2007). 

       Parents having history of depression have a high risk of relapse due to stress and 

anxiety (Atasoy et al., 2004; Taĸdemir et al., 2006). 

       If the baby requires frequent feeding and care during the day, it will reduce the 

motherôs chance of time allocation for resting and sleeping if the mother does not 

have social support. In a study, mothers reported fatigue, exhaustion and tiredness 

due to experiencing insomnia, difficulties on transition to sleep, and having less time 

to sleep, thus exhibiting more severe symptoms of depression (Posmontier, 2008).  

1.8.1.3.2. Psycho-social Factors 

       Parent candidates experiencing severe anxiety about the baby, the childbirth or 

their roles after childbirth, being diagnosed with depression during any trimester of 

the pregnancy may pose a risk of PPD (Serhan, 2010; Miller et al., 2006; 

Limlomwongse and Liabsuetrakul, 2006; Henshaw et al., 2004). 

       Changes in the work life of the parents during pregnancy and after birth such as 

leaving work, change of job, change of position at work, increase of responsibilities 

and expenses, acquiring new roles as a parent and experiencing difficulties adapting 

to them, fulfilling the needs of their other children will cause parents to feel under 

pressure psychologically (Uyar, 2005; T¿rkistanlē et al., 2002). 

       The social support provided by social circles and relatives of the parents helps 

them to overcome pregnancy and postpartum periods without turning into a crisis. 

The lack of social support in the postpartum period may cause difficulties for parents 

to adapt to the new roles, problems in infant care, communication problems due to 

increased tension between partners (Amankwaa, 2003; Uyar, 2005; Limlomwongse 

and Liabsuetrakul, 2006). 
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       If the pregnancy is unplanned, the parents will not be ready and have difficulties 

assuming their roles as mother and father, thus their relationship with the baby will 

suffer and they will struggle caring the baby resulting them to experience depressive 

symptoms. If the parents do not receive adequate counseling, training or support 

during the first pregnancies, if the mother has complaints such as nausea or vomiting 

during the pregnancy, if there is a risk of miscarriage or there are complications with 

the baby, if birth is difficult or premature, the parent will experience more stress and 

anxiety (¥zdemir, 2007; Eren, 2007; Aktaĸ, 2008).  

       When pregnancy and childbirth are added to the stressful life of couplesô due to 

mutual disagreements over marriage union, new marriage, lack of communication, 

and the existence of domestic violence, the situation will turn out to be a crucible in 

which more problems are experienced (Serhan, 2010; Uyar, 2005). 

1.8.1.3.3. Genetic Factors  

       The fact that one of the first-degree relatives of a mother or father has a 

diagnosis of depression increases the risk of depression in them. In a study on this 

subject, 38.8% of individuals with history of depression within their family were 

diagnosed with depression (Ene­ Can et al., 2005). Balcēoĵlu (1999) reported that the 

presence of depression in one of the identical twins increases the risk of depression 

in the other by at least 50% and in non-identical twins by 25%. 

1.8.1.4. Treatment 

       According to the severity of PPD, psychotherapy (interpersonal therapy, 

behavioral therapy, marriage and family therapies), psycho-social care, 

pharmacological treatment such as antidepressants, antipsychotic drugs, and 

electroconvulsive therapy (ECT) can be used (Uyar, 2005; ¥zdemir, 2007; Clark et 

al., 2008). 
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       Psychotherapy; behavioral therapy, marriage and family therapies can be applied 

to the mother and father with PPD individually or together. Psychotherapy helps the 

mother or father to regain self-confidence, about their concerns and fears of self-

harm and new roles and responsibilities, to understand their feelings and to express 

their inner conflicts (Barnesd, 2006). Marriage and family therapy can help parents 

understand their causes of depression and relieve their feelings of guilt and 

embarrassment. Psychotherapy and other therapies alone can accelerate the recovery 

process of mild depression. The combination of psychotherapy and pharmacological 

therapy is more effective in the treatment of depression (¥zdemir, 2007; Eren, 2007; 

Aktaĸ, 2008).  

       When parents are diagnosed with PPD, antidepressant or antipsychotic drugs are 

used regarding the severity of the depression. Before treatment is initiated, parents 

should be informed about the benefits and harms of medications, which all 

psychiatric medications pass through breast milk, and depression may be progressive 

and recurrent if medication is not utilized. If the mother or father has depression 

history, prescribing the drug of the same antidepressant group that individual used in 

the previous treatment, may help speed up the healing process. In the studies of the 

use of antidepressants in the postpartum period, depressive symptoms in the mother 

decreased and maternal adaptation period was reported to be more favorable 

(Sharma, 2006; ¥zdemir, 2007; Eren, 2007; Logston et al., 2009). 

1.8.2. Marital Satisfaction 

       Although marriage is only one of the important life experiences of an individual, 

the quality of this experience is directly related to the quality of life of the person 

(H¿nler and Gen­ºz, 2003). Marital satisfaction is essential in terms of being happy 

and healthy for the individuals. 



 16 

       In the literature exists several different definitions of ñmarital satisfactionò. 

Some of these are: 

¶ Marital satisfaction is the level of meeting needs and expectations of 

marriage; or "the perception of the degree to which the individual meets the 

requirements of his marriage" (Bahr et al., 1983). 

¶ Marital satisfaction is the psychological satisfaction obtained from the 

individual dimensions such as styles of love which spouses show towards 

each other in the institution of marriage, sexual satisfaction, styles of 

communication and the environmental dimensions such as sharing equality in 

given decisions, income, work and sharing of problems (Sokolski and 

Hendrick, 1999). 

¶ Marital satisfaction is defined as the degree to which individuals are satisfied 

with their marriage-related desires. This also expresses the general 

satisfaction of marriage as well as the satisfaction of special situations in 

marital status, such as friendship in marriage and satisfaction from sexuality. 

As a whole, marital satisfaction or contention expresses the subjective 

satisfaction of spouses (Cingisiz, 2010).  

       There are many factors that affect satisfaction from marriage experience. For 

example, marriage age, type of marriage, financial status, whether or not having 

children, whether the spouses are from the same socio-economic level, and the age 

difference between spouses (¦nc¿, 2007).  

       Many research findings on the field suggest that there is a strong positive 

relationship between psychological health and marital satisfaction. It is shown that 

40% of the persons who applied to the health institutions due to psychological 

problems apply to the clinic with marital problems; moreover, couples with low 
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marital satisfaction experienced more physical health problems compared to couples 

with high satisfaction (G¿ven, 2005). In the study of Levenson et al. (1993), those 

with low marital satisfaction reported more psychological and physical health 

problems than those with high marital satisfaction. Studies have shown that couples 

with high levels of mutual marital satisfaction have lower levels of stress, higher 

levels of joy of life, and higher levels of resistance to cope with adverse living 

conditions (Bradbury et al., 2000; Holman, 2002). Rust et al. (1988) found a strong 

association between unhappiness and sexual dysfunctions in marriage. In addition, 

the literature has shown that there is a significant relationship between marital 

satisfaction and anxiety and depression levels (Coughlin et al., 2000; Whisman et al., 

2004; Kronm¿ller et al., 2011).  

1.8.3. Social Support 

       Social support is often seen as help (material, spiritual) provided by people (such 

as spouse, family, friend) around the stressed or struggling individual. All 

interpersonal relationships, which have an important place in people's life and 

provide emotional, material and cognitive assistance when necessary, are considered 

as social support systems that help to maintain health (Sorias, 1988). Social support 

can change the link between the stressful event and its outcome by affecting ways of 

coping. 

       Many authors (Coyne and Downey, 1991; Ell, 1996; Hupcey, 1998; Winemiller 

et al., 1993) have pointed out that the focus shifted towards whether social 

relationships are supportive enough according to the individualôs impression or in 

other words perceived support in recent studies about social support. According to 

this view, social support emphasizes the quality of the social relations of the 

individual rather than the quantity. In other words, social support consists of the 
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close bond he established with an important person that they can share their secrets 

and can trust rather than the number of the people he has in relation to (Yēldērēm, 

1997). Individualôs general impression of whether the social support is adequate is 

defined as ñperceived supportò. It is stated that, not the social activity itself, but the 

way it is perceived and interpreted is what protects health (Esmek, 2007). 

       The role of social support as a source of coping and protection against diseases 

draws considerable amount of attention. Numerous studies have been conducted 

showing that social support has a positive association with mental and physical 

health. Studies have shown that social support is effective in coping with stress 

(Cohen and Wills, 1985; Kessler et al., 1985; Coyne and Downey, 1991). 

Christenfeld et al. (1997) found that social support was effective on cardiovascular 

reactivity. Uchino et al. (1996) found that social support correlates with 

cardiovascular, endocrine, and immune system functions in an effort to investigate 

the effect of social support on physiological processes. Individuals with strong 

interpersonal relationships, family and friendship relationships were seen to return to 

their normal lives in less time and with less harm when there were traumatic events, 

sudden loss, unexpected events that would trigger a fluctuation in emotional state if 

they had social support (Uyar, 2005; Benoit et al., 2007; ¥zdemir, 2007). On the 

other hand, individuals with less or no social support experienced more anxiety, 

decrease in their life quality, and more severe and lasting symptoms of depression 

(Okanlē et al., 2003).  
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CHAPTER II  

REVIEW OF RELATED LITERATURE  

       Although different ratios are given due to differences in methods used for the 

determination of prevalence of PPD, the most common complication of birth, 

research shows that PPD develops in about 10-15% of women who has recently 

given birth (Robertson et al., 2004; Bloch et al., 2006). Another reason for 

conflicting results in studies to determine the prevalence of PPD is that some studies 

revolves around the diagnostic assessment of depression and some aim to measure 

the severity of depressive symptoms (OôHara et al., 1984; Robinson and Stewart, 

1986; Eltutan and ¥nc¿oĵlu, 1997; G¿lseren, 1999). It is stated that several 

physiological changes that occur during pregnancy and postpartum period are similar 

to symptoms of depression such as decrease in sexual interest, change in appetite, 

malaise, and sleep disorders; therefore studies that solely focus on symptoms may 

produce misleading results (OôHara et al., 1984; G¿lseren, 1999). The prevalence of 

PPD in studies performed varies with the timeframe that the patients were evaluated 

after birth, sample size, population variation and diagnostic tool (Evins and 

Theofrastous, 1997; Bashērē and Spielvogel, 1999; Georgiopoulos et al., 1999). 

According to DSM-V (APA, 2013), depression should be evaluated in terms of PPD, 

especially if it  develops within four weeks after birth, whereas in some other studies,  

the baseline period may be at any time within one year, usually at 6-12 weeks (Evins 

and Theofrastous, 1997; Bashērē and Spielvogel, 1999; Georgiopoulos et al., 1999). 

       Paternal PPD mostly accompanies maternal PPD. Significant correlations were 

found between the spouses in terms of the risk of depression in all studies on PPD 

with women (Ballard et al., 1994; Kim and Swain, 2007; Musser et al., 2013; 

Goodman, 2004; Paulson and Bazemore, 2010; Cameron et al., 2016). Beck (1999) 
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evaluated 200 fathers of PPD using EPDS, he found that 9% of fathers during the 

sixth week of the postpartum period and 5.4% of fathers after six months were 

experiencing PPD and the main factor was the motherôs depression. Similarly, 

according to Goodman's (2004) report, the occurrence of PPD in the first year after 

birth was reported to be between 1.2% and 25%, while it increased to 24-50% in men 

whose wives had depression at the same time. In a study conducted by Matthey et al., 

men whose wives were diagnosed with depression carried 2.5 times more risk than 

men whose wives were not diagnosed at six weeks after birth (Kim and Swain, 

2007). 

       One of the most important risk factors for PPD is lack of social support. Many 

studies have found a relationship between PPD levels and social support (Beck, 

2001; Robertson et al., 2004; Aydemir, 2007). In a study by B¿y¿kkoca (2001) 

investigating the relationship between perceived social support and PPD, a 

significant relationship was found between PPD levels of the mothers and the level 

of social support perceived from significant other, family and friends. Ceyhun Peker 

et al. (2016) found that lack of social support increased the risk of depression by 25 

times. According to Cutrano (1986), social support prevents depression by increasing 

the sense of competence related to the mother's role in the postpartum period. Serhan 

et al. (2013) reported that lack of social support, which is known to be a risk factor 

for maternal PPD, also plays an important role in the development of paternal PPD. 

       There are many studies in the literature that cited tension in marital dyad as a 

key psychosocial risk factor for the onset of PPD (Beck, 2001; Boyce and Hickey, 

2005; Misri et al., 2000; OôHara and Swain, 1996; Whiffen, 2004; Wilson et al., 

1996; Aydemir, 2007). In literature, Wee (2011), Gawlik (2014), Matthey (2000), 

Girard (2013), and Schumacher (2008) underlined the effects the quality of marital 
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relationship on PPD and emphasized it as an important risk factor. Alkar and 

Gen­ºz's (2007) found that marital satisfaction was the main effect on depressive 

symptoms in the postpartum period. Feeney et al. (2003) in their longitudinal study 

of the relationship between adult attachment and depression, and Kargar et al. (2014) 

in their study where they compared Iranian women with and without PPD both found 

a significant relationship between marital satisfaction and PPD. Pollock et al. (2009) 

report that the frequency of PPD in women who are not satisfied with their marital 

relationship has increased in their study with Mongolian mothers. 

       Studies also show that there is a correlation between marital satisfaction and 

social support. Julien and Markman (1991) found that social support is strongly 

associated with marital satisfaction in their study. Acitelli and Antonucci (1994) 

investigated the relationship between marital satisfaction and social support, and 

found that even though women had more perceived support than men, there was a 

strong relationship between general well-being and marital satisfaction for both men 

and women. There are studies that show that levels of social support that spouses 

perceive in marital satisfaction are also important (Bryant and Conger, 1999; Julien 

and Markman, 1991; Pash and Bradbury, 1998). 
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CHAPTER III  

METH OD 

3.1. Study Model 

       Current study utilizes cross-sectional descriptive survey model.  

3.2. Universe and Sample 

       The universe of the study is all women who gave birth between March 2016 and 

March 2017 and their husbands in Giresun province. 

       The sample of the study consists of 70 married couples (70 female and 70 male, 

total 140 participants) who apply to the Giresun University (GRU) Gynecology, 

Obstetrics and Pediatrics Training and Research Hospital and to the family health 

centers in Giresun. These were all the couples who had a baby between March 2016 

and March 2017.  

       The survey was applied to the couples between their 2
nd

 week and 12
th
 month of 

delivery. The sample was investigated in two groups depending on their genders. 

Criterion sampling method, which is an application of purposive sampling, was used 

for the sample selection procedure.  

3.3. Data Collection Tools 

       Data of the study were collected with a survey form that consists of socio-

demographical information form, MLS, MSPSS, and EPDS.  

3.3.1. Socio-Demographical Information Form  

       This section of the survey form was developed by the researcher and it gathers 

the information regarding the following variables: age, level of education, 

employment status, monthly income, age at marriage, years of marriage, time passed 

since the delivery, number of total births (for females), gender of the baby, 
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satisfaction from the gender of the baby, planned / unplanned pregnancy, pregnancy 

treatment, favored gender for the baby, history of curettage / miscarriage (for 

females), known chronic and psychiatric diseases, psychiatric diseases in the family, 

number of people living in the same house and number of dependants (for males). 

3.3.2. Marital Life Scale (MLS)  

       The scale was developed by Tezer (1996) for measuring the satisfaction level of 

the spouses regarding their marital relationship. The scale covers a total of 10 items. 

The participants answer the items by using a 5 point Likert scale where 1: I 

absolutely do not agree and 5: I absolutely agree. The score of the scale is then 

calculated and it might change between 10 and 50.  

       To determine its validity, scale was administrated to divorced and married 

individuals. Significant differences were detected between the groups (t= 6.23, 

p<0.01). This finding provides an evidence of the scaleôs validity according to 

external criteria. Additionally, comparisons were made between the scores obtained 

from the Personal Behavior Survey, which was developed to measure social 

appreciation and to understand whether individuals were affected by social 

appreciation tendencies. The results showed that the MLS was affected by social 

appreciation tendencies to a very small extent (r= 0.21). This result was also 

presented as an indirect evidence of the scaleôs reliability. The reliability coefficient 

determined by means of the test-retest method was 0.85, while the Cronbach internal 

consistency coefficient was 0.88 for the male group and 0.91 for the female group. 

All these analyses show that the scale is reliable (Tezer, 1996).  

       The Cronbach Alfa internal consistency coefficient in this study was found to be 

0.884.  
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3.3.3. Multidimensional Scale of Perceived Social Support (MSPSS)  

       MSPSS is a 12 item-scale developed by Zimet et.al. (1988) and it aims to 

measure the respondentsô perception of social support from his/her family, friends, 

and significant others. These sources of support also constitute the MSPSSôs 

subscales, namely family, friends or significant other. Ratings are made on a seven-

point Likert-scale with 1: Very strongly disagree and 7: Very strongly agree.  

       Sample items include ñThere is a significant other who is around when I am in 

need.ò and ñMy family really tries to help me.ò The range of possible score varies 

from a minimum score of 4 to a maximum score of 28 for each subscale, higher 

scores reflecting more support from each support. Total score from the scale would 

range from 12 to 84.  

       Current study utilizes the Turkish validated version of the MSPSS (Eker and 

Arkar, 1995; Eker et al., 2001) and has a Cronbach Alpha coefficient of 0.890. 

3.3.4. Edinburgh Postnatal Depression Scale (EPDS) 

       EPDS has been developed to assist primary care health professionals to detect 

mothers suffering from postnatal depression (Cox et al., 1987). It consists of ten 

short statements. The mother indicates which of the four possible responses is closest 

to how she has been feeling during the previous week. Each question was scored 

from 0 to 3 and the total score of the scale might vary between 0 and 30.  

       It was initially validated in the United Kingdom (Cox et al., 1987). Also, in one 

study, this scale was translated into Turkish and tested for reliability in Turkish 

women (Engindeniz et al., 1996). This study concluded that the sensitivity and 

specificity of the scale was found to be 84% and 88%, respectively, and the value of 

Cronbachôs alpha was 0.79.  
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       In current study, Cronbach Alpha coefficient is found to be 0.824. 

3.4. Statistical Analysis 

       All statistical calculations and analysis were performed with Statistical Package 

for Social Sciences (SPSS) 21.0 software.  

       Frequency analysis was carried out to investigate the descriptive characteristics 

of study sample. For the continuous data such as MLS score, MSPSS scores and 

EDPS score, descriptive statistics such as arithmetic mean, standard deviation, 

median, minimum and maximum values were calculated.  

       To determine the statistical hypothesis testing methods, the distribution 

characteristics of the scale scores were investigated in terms of normality. For this 

purpose, Kolmogorov-Smirnov test of normality, Shapiro-Wilk test of normality, Q-

Q plots, skewness and kurtosis values were all analyzed in each gender group. 

Additionally, Leveneôs test of homogeneity of variances was applied where required. 

Using all gathered information, non-parametric hypothesis tests were performed 

throughout the whole data analysis.  

       To understand the possible associations between scale scores and other 

continuous sociodemographic variables, Pearson correlation test was used. 

       Mann Whitney U test was applied for the comparison of all three scale scores 

between two gender groups. In addition, within each gender group, scale scores were 

compared with respect to the monthly income and time passed since the delivery 

groups of the participants with Mann Whitney U test.  

       Kruskal Wallis test was applied within each gender group to understand the 

significance of scale score differences between education levels, and age groups of 
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participants. This was due to the dependent variable having more than two 

independent categories. In case of statistical significance, Mann Whitney U test was 

applied to understand the pairwise comparisons between mentioned groups.  

       Linear regression analysis in each group was applied for understanding EPDS 

score (dependent variable) with respect to independent variables: age, MLS score, 

MSPSS subscales and scale scores and number of dependants (only in male group).  

       Cronbach Alpha was calculated to understand the reliability of each scale in 

current study sample.  

       Related analysis result of each statistical method is shown in their corresponding 

tables throughout the text. Level of significance was accepted to be 0.05 for the 

whole study.  
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CHAPTER IV  

RESULTS 

Table 1. Descriptive statistics of the participants regarding their 

sociodemographic characteristics  

 Female Male Total 

n % n % n % 

Age Groups       

29 and Younger 35 50.0 17 24.3 52 37.1 

30 ï 34 21 30.0 22 31.4 43 30.7 

35 and Older 14 20.0 31 44.3 45 32.1 

Education       

Primary and Secondary School 9 12.9 12 17.1 21 15.0 

High School 30 42.9 21 30.0 51 36.4 

University or Higher Degree 31 44.3 37 52.9 68 48.6 

Employment       

Employed 36 51.4 64 91.4 100 71.4 

Unemployed 34 48.6 6 8.6 40 28.6 

Monthly Income       

2,500 TL or Less 48 68.6 36 51.4 84 60.0 

More than 2,500 TL 22 31.4 34 48.6 56 40.0 

 

       Table 1 shows the distribution of sociodemographic characteristics of the 

participants in both genders.  

       Accordingly, female participants were most frequently aged 29 years old or 

younger (50.0%). However, male participants were most frequently aged 35 years 

old or older (44.3%).  

       For the distribution of education level of female participants, 9 of them (12.9%) 

were primary or secondary school graduates, 30 of them (42.9%) were high school 

graduates while 31 of them (44.3%) had university or higher degree. For male 

participants; 12 of them (17.1%) were primary or secondary school graduates, 21 of 
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them (30.0%) were high school graduates while 37 of them (52.9%) had university or 

higher degree. 

       In total, 36 of the female participants (51.4%) and 64 of the male participants 

(91.4%) were employed at the time of the study.  

       Monthly income distribution of the female participants showed that 22 of them 

(31.4%) had an income more than 2,500 TL. Amongst male participants, 34 (48.6%) 

had an income level higher than 2,500 TL.  
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Table 2. Descriptive statistics of the participants regarding their birth and 

pregnancy expectations 

 Female Male Total 

N % n % n % 

Gender of the Baby       

Girl 35 50.0 35 50.0 70 50.0 

Boy 35 50.0 35 50.0 70 50.0 

Planned/Wanted Pregnancy       

Planned 47 67.1 46 65.7 93 66.4 

Unplanned  / Wanted 19 27.1 22 31.4 41 29.3 

Unplanned  / Unwanted 4 5.7 2 2.9 6 4.3 

Satisfied with Gender of the Baby       

Yes 70 100.0 70 100.0 100 100.0 

No 0 0.0 0 0.0 0 0.0 

Time Passed Since the Delivery       

0-6 Months 41 58.6 41 58.6 82 58.6 

7-12 Months 29 41.4 29 41.4 58 41.4 

Favoured Gender for the Baby       

Girl 10 14.3 8 11.4 18 12.9 

Boy 4 5.7 5 7.1 9 6.4 

No Preference 56 80.0 57 81.4 113 80.7 

 

       Table 2 represents the expectations of the female and male participants regarding 

their childôs birth.  

       Since the sample constitutes married couples, percentage of female babies was 

equal (50.5%) for both parent pairs.  

       On the other hand, majority of the female participants (67.1%) stated that the 

pregnancy was planned. Similarly, male participants also mostly declared that the 

child was planned (65.7%).  
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       Amongst the 70 couples, 41 of them (58.6%) stated that it had been 0 to 6 

months since the delivery.  

       Although all participants 140 (100.0%) reported that they were satisfied with the 

gender of their babies, 14 female participants (20.0%) and 13 male participants 

(18.5%) declared that before the delivery they favoured specific gender for their 

babies. Amongst the mothers, 10 (14.3%) favoured baby girls and 4 (5.7%) favoured 

baby boys. On the other hand, 8 of the fathers (11.4%) favoured girls and 5 of them 

(7.1%) favoured boys before the birth of the baby.  
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Table 3. Descriptive statistics of the mothers regarding their pregnancy history 

  Frequency (n) Percentage (%) 

How Many Deliveries in Total   

1 33 47.1 

2 28 40.0 

3 9 12.9 

History of Curettage  / Miscarriage   

Curettage 6 8.6 

Miscarriage 9 12.9 

Curettage and Miscarriage 4 5.7 

No 51 72.9 

 

       In Table 3, female participantsô distribution regarding their total number of 

deliveries and history of curettage and/or miscarriage were displayed.  

       Mostly (47.1%), female participants reported that this was their very first 

delivery. Number of females who reported history of curettage was 6 (8.6%), history 

of miscarriage was 9 (12.9%), history of both curettage and miscarriage was 4 

(5.7%). In total, 51 female participants (72.9%) stated that they had no history of 

curettage and/or miscarriage.  
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Table 4. Descriptive statistics of the participants regarding their pregnancy 

related treatment and other health conditions 

 Female Male Total 

n % n % n % 

Treatment for Pregnancy       

Yes 11 15.7 11 15.7 22 15.7 

No 59 84.3 59 84.3 118 84.3 

Chronic Diseases       

Yes 9 12.9 2 2.9 11 7.9 

No 61 87.1 68 97.1 129 92.1 

Psychiatric Diseases       

Yes 2 2.9 2 2.9 4 2.9 

No 68 97.1 68 97.1 136 97.1 

Psychiatric Diseases in Family       

Yes 5 7.1 6 8.6 11 7.9 

No 65 92.9 64 91.4 129 92.1 

 

       In Table 4, descriptive statistics with respect to the pregnancy treatment and 

other health conditions in both genders were shown.  

       As reported in the table, 11 couples (15.7%) received treatment for pregnancy 

while 59 of them (84.3%) did not receive any treatment.  

       For the female participants; the percentage of chronic diseases was 12.9, 

percentage of psychiatric diseases was 2.9 and the percentage of psychiatric diseases 

in the family was 7.1.  

       For the male participants; the percentage of chronic diseases was 2.9, percentage 

of psychiatric diseases was 2.9 and the percentage of psychiatric diseases in the 

family was 8.6.  
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Table 5. Descriptive statistics and statistical comparison of the female and male 

participants regarding their MLS, MSPSS and EPDS scores 
 Female Male 

Z p 
  s Median Min  Max  s Median Min  Max 

MLS 40,21 7,63 41,00 11,00 50,00 40,64 7,81 42,00 11,00 50,00 -0,51 0,61 

MSPSS  

   Family 

 

24,64 

 

4,33 

 

26,50 

 

8,00 

 

28,00 

 

23,83 

 

4,30 

 

25,00 

 

13,00 

 

28,00 

 

-1,29 

 

0,20 

   Friends 19,93 8,09 23,00 4,00 28,00 19,10 7,02 19,50 4,00 28,00 -1,16 0,25 

   Sig. other 17,74 8,93 21,00 4,00 28,00 15,51 8,52 16,00 4,00 28,00 -1,67 0,10 

   Total 62,31 16,98 65,00 24,00 84,00 58,44 15,95 59,50 24,00 84,00 -1,50 0,14 

EPDS  7,54 4,81 6,00 0,00 20,00 6,91 5,12 5,50 0,00 22,00 -1,00 0,32 

 

       Table 5 shows the descriptive statistics as well as the statistical comparisons of 

MLS, MPSS and EPDS scores between the gender groups.  

       As seen in the table, none of the scale scores showed statistically significant 

difference between female and male participants (p>0.05).  

       MLS scale score of the female participants was 41.00 (11.00-50.00) and for 

males it was 42.00 (11.00-50.00) (p=0.61). 

       MSPSS Family subscale level of females was 26.50 (8.00-28.00) while it was 

25.00 (13.00-28.00) for males (p=0.20). MSPSS Friends subscale level of females 

was 23.00 (4.00-28.00) while it was 19.50 (4.00-28.00) for males (p=0.25). MSPSS 

Significant other subscale subscale level of females was 21.00 (4.00-28.00) while it 

was 16.00 (4.00-28.00) for males (p=0.10). As a result, MSPSS Total scale score of 

females was 65.00 (24.00-84.00) and males was 59.50 (24.00-84.00) and the 

difference was insignificant (p=0.14). 

       For the EPDS scale; the level of mothers was 6.00 (0.00-20.00) and for fathers it 

was 5.50 (0.00-22.00). The difference between the married couples was not 

statistically significant (p=0.32).  
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Table 6.1. Descriptive statistics and statistical comparison of the female 

participants of different education categories regarding their MLS, MSPSS and 

EPDS scores  

Female 

 Education  s Median Min  Max ɢ
2
 p 

MLS Pri & Sec. School 36,33 8,20 36,00 22,00 50,00 3.68 0.16 

High School 40,87 8,86 44,00 11,00 50,00 

University or 

Higher 
40,71 5,91 41,00 25,00 50,00 

MSPSS         

   Family Pri & Sec. School 21,22 7,01 24,00 8,00 28,00 4.15 0.13 

High School 25,70 3,58 27,00 11,00 28,00 

University or 

Higher 
24,61 3,60 26,00 17,00 28,00 

   Friends Pri & Sec. School 19,44 8,69 21,00 5,00 28,00 0.37 0.83 

High School 20,40 8,11 23,50 4,00 28,00 

University or 

Higher 
19,61 8,15 22,00 4,00 28,00 

   Sig. other Pri & Sec. School 13,44 9,45 8,00 4,00 28,00 2.06 0.36 

High School 17,83 8,70 21,00 4,00 28,00 

University or 

Higher 
18,90 8,92 22,00 4,00 28,00 

   Total 

   

Pri & Sec. School 54,11 21,36 53,00 24,00 84,00 2.04 0.36 

High School 63,93 15,82 67,00 30,00 84,00 

University or 

Higher 
63,13 16,62 65,00 26,00 84,00 

EPDS Pri & Sec. School 10,67 6,10 9,00 3,00 19,00 3.58 0.17 

High School 6,60 3,92 6,00 1,00 15,00 

University or 

Higher 
7,55 4,97 6,00 0,00 20,00 

 

       On Table 6.1, females with different levels of education were compared with 

respect to their scale scores.  
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       As shown in the table, for none of the applied scales, education level of women 

showed statistical significance (p>0.05). 

       Level of MLS score for primary or secondary school graduated women was 

36.00 (22.00-50.00), for high school graduated women it was 44.00 (11.00-50.00) 

and for university or higher degree women it was 41.00 (25.00-50.00) (p=0.16). 

       Level of MSPSS Family subscale score for primary or secondary school 

graduated women was 24.00 (8.00-28.00), for high school graduated women it was 

27.00 (11.00-28.00) and for university or higher degree women it was 26.00 (17.00-

28.00) (p=0.13). 

       Level of MSPSS Friends subscale score for primary or secondary school 

graduated women was 21.00 (5.00-28.00), for high school graduated women it was 

23.50 (4.00-28.00) and for university or higher degree women it was 22.00 (4.00-

28.00) (p=0.83). 

       Level of MSPSS Significant other subscale score for primary or secondary 

school graduated women was 8.00 (4.00-28.00), for high school graduated women it 

was 21.00 (4.00-28.00) and for university or higher degree women it was 22.00 

(4.00-28.00) (p=0.36). 

       Level of MSPSS total scale score for primary or secondary school graduated 

women was 53.00 (24.00-84.00), for high school graduated women it was 67.00 

(30.00-84.00) and for university or higher degree women it was 65.00 (26.00-84.00) 

(p=0.36). 
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       Level of EPDS scale score for primary or secondary school graduated women 

was 9.00 (3.00-19.00), for high school graduated women it was 6.00 (1.00-15.00) 

and for university or higher degree women it was 6.00 (0.00-20.00) (p=0.17). 
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Table 6.2. Descriptive statistics and statistical comparison of the male 

participants of different education categories regarding their MLS, MSPSS and 

EPDS scores 

  Male 

 Education  s Median Min  Max ɢ
2
 p 

MLS Pri & Sec. School 35,83 11,19 37,50 11,00 48,00 5.25 0.07 

High School 39,48 7,98 40,00 17,00 49,00 

University or 

Higher 
42,86 5,46 44,00 29,00 50,00 

MSPSS         

   Family Pri & Sec. School 23,25 5,79 25,50 13,00 28,00 1.70 0.43 

High School 24,76 3,94 27,00 15,00 28,00 

University or 

Higher 
23,49 3,98 24,00 15,00 28,00 

   Friends Pri & Sec. School 18,25 7,85 16,00 5,00 28,00 2.04 0.36 

High School 20,86 6,67 22,00 4,00 28,00 

University or 

Higher 
18,38 6,95 19,00 4,00 28,00 

   Sig. other Pri & Sec. School 14,42 10,46 14,00 4,00 28,00 0.29 0.87 

High School 15,43 7,87 16,00 4,00 28,00 

University or 

Higher 
15,92 8,41 17,00 4,00 28,00 

   Total  

   

Pri & Sec. School 55,92 18,97 50,00 33,00 84,00 0.84 0.66 

High School 61,05 12,33 61,00 36,00 84,00 

University or 

Higher 
57,78 16,93 58,00 24,00 84,00 

EPDS  Pri & Sec. School 6,25 5,07 4,00 0,00 17,00 0.61 0.74 

High School 7,76 5,55 7,00 1,00 22,00 

University or 

Higher 
6,65 4,96 5,00 0,00 18,00 

 

       On Table 6.2, males with different levels of education were compared with 

respect to their scale scores.  
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       As shown in the table, for none of the applied scales, education level of fathers 

showed statistical significance (p>0.05). 

       Level of MLS score for primary or secondary school graduated fathers was 

37.50 (11.00-48.00), for high school graduated fathers it was 40.00 (17.00-49.00) 

and for university or higher degree fathers it was 44.00 (29.00-50.00) (p=0.07). 

       Level of MSPSS Family subscale score for primary or secondary school 

graduated fathers was 25.50 (13.00-28.00), for high school graduated fathers it was 

27.00 (15.00-28.00) and for university or higher degree fathers it was 24.00 (15.00-

28.00) (p=0.43). 

       Level of MSPSS Friends subscale score for primary or secondary school 

graduated fathers was 16.00 (5.00-28.00), for high school graduated fathers it was 

22.00 (4.00-28.00) and for university or higher degree fathers it was 19.00 (4.00-

28.00) (p=0.36). 

       Level of MSPSS Significant other subscale score for primary or secondary 

school graduated fathers was 14.00 (4.00-28.00), for high school graduated fathers it 

was 16.00 (4.00-28.00) and for university or higher degree fathers it was 17.00 (4.00-

28.00) (p=0.87). 

       Level of MSPSS total scale score for primary or secondary school graduated 

fathers was 50.00 (33.00-84.00), for high school graduated fathers it was 61.00 

(36.00-84.00) and for university or higher degree fathers it was 58.00 (24.00-84.00) 

(p=0.66). 
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       Level of EPDS scale score for primary or secondary school graduated fathers 

was 4.00 (0.00-17.00), for high school graduated fathers it was 7.00 (1.00-22.00) and 

for university or higher degree fathers it was 5.00 (0.00-18.00) (p=0.74). 
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Table 7.1. Descriptive statistics and statistical comparison of the female 

participants of different age categories regarding their MLS, MSPSS and EPDS 

scores 
  Female  

 Age  s Median Min  Max ɢ
2
 p Diff.  

MLS 29 and Younger 42,37 5,72 42,00 29,00 50,00 4.07 0.13  

30 - 34 37,38 9,50 38,00 11,00 49,00  

35 and Older 39,07 7,59 40,00 25,00 50,00  

MSPSS          

   Family 29 and Younger 25,63 2,96 27,00 18,00 28,00 1.83 0.40  

30 - 34 23,90 4,31 24,00 11,00 28,00  

35 and Older 23,29 6,52 27,00 8,00 28,00  

   Friends 29 and Younger 20,49 7,13 22,00 4,00 28,00 0.55 0.76  

30 - 34 20,57 8,08 23,00 4,00 28,00  

35 and Older 17,57 10,31 22,00 4,00 28,00  

   Sig. other 29 and Younger 17,97 8,19 21,00 4,00 28,00 0.35 0.84  

30 - 34 17,00 9,26 15,00 4,00 28,00  

35 and Older 18,29 10,71 25,50 4,00 28,00  

   Total 29 and Younger 64,09 14,88 67,00 26,00 84,00 0.53 0.77  

30 - 34 61,48 15,27 63,00 30,00 84,00  

35 and Older 59,14 23,93 62,00 24,00 84,00  

EPDS  29 and Younger 5,71 3,23 6,00 0,00 12,00 7.77 0.02* 1-2 

30 - 34 9,05 5,13 9,00 1,00 17,00 1-3 

35 and Older 9,86 6,05 10,00 2,00 20,00  

 

       On Table 7.1, females in different age categories were compared with respect to 

their scale scores.  

       As shown in the table, for MLS and MSPSS scales, women in different age 

categories did not show any statistical significance (p>0.05), while for EPDS scale, 

statistical significance amongst age groups was observed (p<0.05) 

       Level of MLS score for 29 years and younger women was 42.00 (29.00-50.00), 

for 30-34 years old women it was 38.00 (11.00-49.00) and for 35 years and older 

women it was 40.00 (25.00-50.00) (p=0.13). 
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       Level of MSPSS Family subscale score for 29 years and younger women was 

27.00 (18.00-28.00), for 30-34 years old women it was 24.00 (11.00-28.00) and for 

35 years and older women it was 27.00 (8.00-28.00) (p=0.40). 

       Level of MSPSS Friends subscale score for 29 years and younger women was 

22.00 (4.00-28.00), for 30-34 years old women it was 23.00 (4.00-28.00) and for 35 

years and older women it was 22.00 (4.00-28.00) (p=0.76). 

       Level of MSPSS Significant other subscale score for 29 years and younger 

women was 21.00 (4.00-28.00), for 30-34 years old women it was 15.00 (4.00-28.00) 

and for 35 years and older women it was 25.50 (4.00-28.00) (p=0.84). 

       Level of MSPSS total scale score for 29 years and younger women was 67.00 

(26.00-84.00), for 30-34 years old women it was 63.00 (30.00-84.00) and for 35 

years and older women it was 62.00 (24.00-84.00) (p=0.77). 

       Level of EPDS scale score for 29 years and younger women was 6.00 (0.00-

12.00), for 30-34 years old women it was 9.00 (1.00-17.00) and for 35 years and 

older women it was 10.00 (2.00-20.00) (p=0.02). Further pairwise analysis between 

the groups showed that 29 years and younger group women had significantly lower 

EPDS scale scores from both 30-34 years old group women and 35 years and older 

group women.  
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Table 7.2. Descriptive statistics and statistical comparison of the male 

participants of different age categories regarding their MLS, MSPSS and EPDS 

scores 
  Male 

 Age  s Median Min  Max ɢ
2
 p 

MLS 29 and Younger 42,47 7,18 46,00 27,00 49,00 2.47 0.29 

30 - 34 40,05 9,85 42,50 11,00 50,00 

35 and Older 40,06 6,52 41,00 17,00 49,00 

MSPSS         

   Family 29 and Younger 25,29 4,13 27,00 15,00 28,00 3.40 0.18 

30 ï 34 22,91 4,60 24,00 14,00 28,00 

35 and Older 23,68 4,09 25,00 13,00 28,00 

   Friends 29 and Younger 19,94 7,51 22,00 5,00 28,00 2.06 0.36 

30 ï 34 17,73 6,32 19,00 4,00 28,00 

35 and Older 19,61 7,30 21,00 4,00 28,00 

   Sig. other 29 and Younger 16,65 7,98 17,00 4,00 28,00 0.95 0.62 

30 ï 34 15,68 7,86 16,00 4,00 28,00 

35 and Older 14,77 9,40 14,00 4,00 28,00 

   Total 29 and Younger 61,88 16,24 59,00 24,00 84,00 0.81 0.67 

30 ï 34 56,32 14,14 59,50 26,00 74,00 

35 and Older 58,06 17,16 60,00 27,00 84,00 

EPDS 29 and Younger 5,76 4,01 5,00 1,00 14,00 1.18 0.55 

30 ï 34 6,55 4,85 4,50 1,00 18,00 

35 and Older 7,81 5,79 8,00 0,00 22,00 

 

       On Table 7.2, males in different age categories were compared with respect to 

their scale scores.  

       As shown in the table, for none of the scale scores, males in different age 

categories did show any statistical significance (p>0.05).  

       Level of MLS score for 29 years and younger males was 46.00 (27.00-49.00), 

for 30-34 years old males it was 42.50 (11.00-50.00) and for 35 years and older 

males it was 41.00 (17.00-49.00) (p=0.29). 
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       Level of MSPSS Family subscale score for 29 years and younger males was 

27.00 (15.00-28.00), for 30-34 years old males it was 24.00 (14.00-28.00) and for 35 

years and older males it was 25.00 (13.00-28.00) (p=0.18). 

       Level of MSPSS Friends subscale score for 29 years and younger males was 

22.00 (5.00-28.00), for 30-34 years old males it was 19.00 (4.00-28.00) and for 35 

years and older males it was 21.00 (4.00-28.00) (p=0.36). 

       Level of MSPSS Significant other subscale score for 29 years and younger males 

was 17.00 (4.00-28.00), for 30-34 years old males it was 16.00 (4.00-28.00) and for 

35 years and older males it was 14.00 (4.00-28.00) (p=0.62). 

       Level of MSPSS total scale score for 29 years and younger males was 59.00 

(24.00-84.00), for 30-34 years old males it was 59.50 (26.00-74.00) and for 35 years 

and older males it was 60.00 (27.00-84.00) (p=0.67). 

       Level of EPDS scale score for 29 years and younger males was 5.00 (1.00-

14.00), for 30-34 years old males it was 4.50 (1.00-18.00) and for 35 years and older 

males it was 8.00 (0.00-22.00) (p=0.55).  
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Table 8.1. Descriptive statistics and statistical comparison of the female 

participants of different monthly income categories regarding their MLS, 

MSPSS and EPDS scores 

    Female 

  Monthly Income  s Median Min  Max Z p 

MLS  2,500 TL or Less 40,00 8,27 41,50 11,00 50,00 0.00 1.00 

More than 2,500 TL 40,68 6,15 40,50 25,00 50,00 

MSPSS         

   Family 2,500 TL or Less 24,46 4,72 27,00 8,00 28,00 -0.08 0.93 

More than 2,500 TL 25,05 3,39 26,00 17,00 28,00 

   Friends 2,500 TL or Less 19,77 8,17 20,50 4,00 28,00 -0.13 0.89 

More than 2,500 TL 20,27 8,09 23,50 4,00 28,00 

   Sig. other 2,500 TL or Less 17,15 8,94 19,00 4,00 28,00 -0.72 0.47 

More than 2,500 TL 19,05 8,97 22,50 4,00 28,00 

   Total 

    

2,500 TL or Less 61,38 17,96 64,00 24,00 84,00 -0.44 0.66 

More than 2,500 TL 64,36 14,80 65,50 35,00 84,00 

EPDS 2,500 TL or Less 7,65 4,70 7,00 0,00 19,00 -0.43 0.66 

More than 2,500 TL 7,32 5,16 6,00 1,00 20,00 

 

       On Table 8.1, females with different levels of monthly income were compared 

with respect to their scale scores.  

       As shown in the table, for none of the applied scales, monthly income groups of 

women showed statistical significance (p>0.05). 

       Level of MLS score for 2,500 TL or less income group women was 41.50 

(11.00-50.00), while for more than 2,500 TL income group women it was 40.50 

(25.00-50.00) (p=1.00). 

       Level of MSPSS Family subscale score for 2,500 TL or less income group 

women was 27.00 (8.00-28.00), while for more than 2,500 TL income group women 

it was 26.00 (17.00-28.00) (p=0.93). 
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       Level of MSPSS Friends subscale score for 2,500 TL or less income group 

women was 20.50 (4.00-28.00), while for more than 2,500 TL income group women 

it was 23.50 (4.00-28.00) (p=0.89). 

       Level of MSPSS Significant other subscale score for 2,500 TL or less income 

group women was 19.00 (4.00-28.00), while for more than 2,500 TL income group 

women it was 22.50 (4.00-28.00) (p=0.47). 

       Level of MSPSS total scale score for 2,500 TL or less income group women was 

64.00 (24.00-84.00), while for more than 2,500 TL income group women it was 

65.50 (35.00-84.00) (p=0.66). 

       Level of EPDS scale score for 2,500 TL or less income group women was 7.00 

(0.00-19.00), while for more than 2,500 TL income group women it was 6.00 (1.00-

20.00) (p=0.66). 
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Table 8.2. Descriptive statistics and statistical comparison of the male 

participants of different monthly income categories regarding their MLS, 

MSPSS and EPDS scores 

    Male 

  Monthly Income  s Median Min  Max Z p 

MLS  2,500 TL or Less 39,03 9,13 42,00 11,00 50,00 -1.28 0.20 

More than 2,500 TL 42,35 5,77 42,50 22,00 50,00 

MSPSS         

   Family 2,500 TL or Less 23,97 4,77 25,50 13,00 28,00 -0.70 0.48 

More than 2,500 TL 23,68 3,80 24,00 16,00 28,00 

   Friends 2,500 TL or Less 18,61 7,26 19,50 4,00 28,00 -0.58 0.56 

More than 2,500 TL 19,62 6,83 19,50 4,00 28,00 

   Sig. other 2,500 TL or Less 14,25 8,22 16,00 4,00 28,00 -1.45 0.15 

More than 2,500 TL 16,85 8,75 17,00 4,00 28,00 

   Total 2,500 TL or Less 56,83 15,58 60,00 24,00 84,00 -0.69 0.49 

More than 2,500 TL 60,15 16,39 59,00 27,00 84,00 

EPDS  2,500 TL or Less 7,67 5,47 6,50 0,00 22,00 -1.11 0.27 

More than 2,500 TL 6,12 4,66 4,50 0,00 16,00 

 

       On Table 8.2, males with different levels of monthly income were compared 

with respect to their scale scores.  

       As shown in the table, for none of the applied scales, monthly income groups of 

males showed statistical significance (p>0.05). 

       Level of MLS score for 2,500 TL or less income group males was 42.00 (11.00-

50.00), while for more than 2,500 TL income group males it was 42.50 (22.00-50.00) 

(p=0.20). 

       Level of MSPSS Family subscale score for 2,500 TL or less income group males 

was 25.50 (13.00-28.00), while for more than 2,500 TL income group males it was 

24.00 (16.00-28.00) (p=0.48). 
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       Level of MSPSS Friends subscale score for 2,500 TL or less income group 

males was 19.50 (4.00-28.00), while for more than 2,500 TL income group males it 

was 19.50 (4.00-28.00) (p=0.56). 

       Level of MSPSS Significant other subscale score for 2,500 TL or less income 

group males was 16.00 (4.00-28.00), while for more than 2,500 TL income group 

males it was 17.00 (4.00-28.00) (p=0.15). 

       Level of MSPSS total scale score for 2,500 TL or less income group males was 

60.00 (24.00-84.00), while for more than 2,500 TL income group males it was 59.00 

(27.00-84.00) (p=0.49). 

       Level of EPDS scale score for 2,500 TL or less income group males was 6.50 

(0.00-22.00), while for more than 2,500 TL income group males it was 4.50 (0.00-

16.00) (p=0.27). 
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Table 9.1. Descriptive statistics and statistical comparison of the female 

partic ipants of different deliverance time categories regarding their MLS, 

MSPSS and EPDS scores 

  Female 

  
Time Passed  

Since the Delivery 
 s Median Min  Max Z p 

MLS  0-6 Months 40,07 8,47 40,00 11,00 50,00 -0.11 0.91 

7-12 Months 40,41 6,40 42,00 25,00 50,00 

MSPSS         

   Family 0-6 Months 24,56 4,45 27,00 8,00 28,00 -0.52 0.60 

7-12 Months 24,76 4,23 26,00 11,00 28,00 

   Friends 0-6 Months 20,41 7,72 23,00 4,00 28,00 -0.30 0.76 

7-12 Months 19,24 8,68 21,00 4,00 28,00 

   Sig. other 0-6 Months 18,85 8,81 22,00 4,00 28,00 -1.16 0.24 

7-12 Months 16,17 9,01 15,00 4,00 28,00 

   Total 0-6 Months 63,83 16,04 67,00 24,00 84,00 -0.71 0.48 

7-12 Months 60,17 18,30 63,00 26,00 84,00 

EPDS  0-6 Months 7,71 5,00 6,00 2,00 20,00 -0.08 0.93 

7-12 Months 7,31 4,61 7,00 0,00 17,00 

 

       On Table 9.1, groups of females with different times passed since their delivery 

were compared with respect to their scale scores.  

       As shown in the table, for none of the scales, time passed since the delivery 

groups of women showed statistical significance (p>0.05). 

       Level of MLS score for 0-6 months from the delivery group women was 40.00 

(11.00-50.00), while for 7-12 months from the delivery group women it was 42.00 

(25.00-50.00) (p=0.91). 

       Level of MSPSS Family subscale score for 0-6 months from the delivery group 

women was 27.00 (8.00-28.00), while for 7-12 months from the delivery group 

women it was 26.00 (11.00-28.00) (p=0.60). 
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       Level of MSPSS Friends subscale score for 0-6 months from the delivery group 

women was 23.00 (4.00-28.00), while for 7-12 months from the delivery group 

women it was 21.00 (4.00-28.00) (p=0.76). 

       Level of MSPSS Significant other subscale score for 0-6 months from the 

delivery group women was 22.00 (4.00-28.00), while for 7-12 months from the 

delivery group women it was 15.00 (4.00-28.00) (p=0.24). 

       Level of MSPSS total scale score for 0-6 months from the delivery group 

women was 67.00 (24.00-84.00), while for 7-12 months from the delivery group 

women it was 63.00 (26.00-84.00) (p=0.48). 

       Level of EPDS scale score for 0-6 months from the delivery group women was 

6.00 (2.00-20.00), while for 7-12 months from the delivery group women it was 7.00 

(0.00-17.00) (p=0.93). 
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Table 9.2. Descriptive statistics and statistical comparison of the male 

participants of different deliverance time categories regarding their MLS, 

MSPSS and EPDS scores 

  Male 

 
Time Passed 

Since the Delivery 
 s Median Min  Max Z p 

MLS  0-6 Months 41,22 8,31 42,00 11,00 50,00 -1.27 0.20 

7-12 Months 39,83 7,11 41,00 17,00 49,00 

MSPSS         

   Family 0-6 Months 23,56 4,64 25,00 13,00 28,00 -0.46 0.65 

7-12 Months 24,21 3,81 25,00 16,00 28,00 

   Friends 0-6 Months 18,71 7,02 19,00 4,00 28,00 -0.69 0.49 

7-12 Months 19,66 7,10 20,00 4,00 28,00 

   Sig. other 0-6 Months 15,37 8,58 16,00 4,00 28,00 -0.25 0.81 

7-12 Months 15,72 8,58 16,00 4,00 28,00 

   Total 0-6 Months 57,63 15,61 55,00 24,00 84,00 -0.78 0.44 

7-12 Months 59,59 16,63 61,00 26,00 84,00 

EPDS  0-6 Months 6,37 4,84 5,00 0,00 18,00 -0.99 0.32 

7-12 Months 7,69 5,48 7,00 1,00 22,00 

 

       On Table 9.2, groups of males with different times passed since the delivery 

were compared with respect to their scale scores. 

       As shown in the table, for none of the applied scales, time passed since the 

delivery groups of males showed statistical significance (p>0.05). 

       Level of MLS score for 0-6 months from the delivery group males was 42.00 

(11.00-50.00), while for 7-12 months from the delivery group males it was 41.00 

(17.00-49.00) (p=0.20). 

       Level of MSPSS Family subscale score for 0-6 months from the delivery group 

males was 25.00 (13.00-28.00), while for 7-12 months from the delivery group males 

it was 25.00 (16.00-28.00) (p=0.65). 
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       Level of MSPSS Friends subscale score for 0-6 months from the delivery group 

males was 19.00 (4.00-28.00), while for 7-12 months from the delivery group males 

it was 20.00 (4.00-28.00) (p=0.49). 

       Level of MSPSS Significant other subscale score for 0-6 months from the 

delivery group males was 16.00 (4.00-28.00), while for 7-12 months from the 

delivery group males it was 16.00 (4.00-28.00) (p=0.81). 

       Level of MSPSS total scale score for 0-6 months from the delivery group males 

was 55.00 (24.00-84.00), while for 7-12 months from the delivery group males it was 

61.00 (26.00-84.00) (p=0.44). 

       Level of EPDS scale score for 0-6 months from the delivery group males was 

5.00 (0.00-18.00), while for 7-12 months from the delivery group males it was 7.00 

(1.00-22.00) (p=0.32). 
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Table 10. Correlation analysis between age and each MLS, MSPSS and EPDS 

scores for each gender groups 

  Age 

  Female (n=70) Male (n=70) 

MLS r  -0.21 -0.16 

p 0.08 0.20 

MSPSS    

   Family r  -0.22 -0.16 

p 0.07 0.20 

   Friends r  -0.13 0.00 

p 0.29 1.00 

   Significant other r  0.01 -0.02 

p 0.91 0.88 

   Total r  -0.11 -0.05 

p 0.36 0.67 

EPDS  r  0.33 0.17 

p 0.01* 0.15 

* p<0.05    

 

       Table 10 displays the correlation analysis findings between age and scale scores 

for each gender groups.  

       For females, age did not have any statistically significant association with MLS, 

MSPSS Family, MSPSS Friends, MSPSS Significant other or MSPSS total scores 

(p>0.05). However, it has a statistically significant positive correlation with EPDS 

score (r= 0.33; p=0.01). Although it is a moderate level association, it is statistically 

significant and it indicates that older mothers tend to have higher EPDS scores while 

younger ones tend to have lower.  

       For males, age did not have any statistically significant association with MLS, 

MSPSS Family, MSPSS Friends, MSPSS Significant other, MSPSS total or EPDS 

scores (p>0.05). 
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Table 11. Correlation analysis between age at marriage and each MLS, MSPSS 

and EPDS scores for each gender groups 

  Age at Marriage 

  Female (n=70) Male (n=70) 

MLS  r  -0.38 -0.22 

p 0.01* 0.07 

MSPSS    

   Family r  -0.15 -0.15 

p 0.23 0.23 

   Friends r  -0.15 -0.11 

p 0.21 0.35 

   Significant other r  0.02 -0.18 

p 0.88 0.13 

   Total r  -0.10 -0.19 

p 0.41 0.12 

EPDS r  0.15 0.31 

p 0.23 0.01* 

* p<0.05    

 

       Table 11 displays the correlation analysis findings between age at marriage and 

scale scores for each gender groups.  

       For females, age at marriage did not have any statistically significant association 

with MSPSS Family, MSPSS Friends, MSPSS Significant other, MSPSS total or 

EPDS scores (p>0.05). However, it has a statistically significant negative correlation 

with MLS score (r= -0.38; p=0.01). Although it is a moderate level association, it is 

statistically significant and it indicates that women who got married in older ages 

tend to have lower MLS scores while the women who got married in younger ages 

tend to have higher.  

       For males, age at marriage did not have any statistically significant association 

with MLS, MSPSS Family, MSPSS Friends, MSPSS Significant other or MSPSS 
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total scores (p>0.05). However, it has a statistically significant positive correlation 

with EPDS score (r= 0.31; p=0.01). Although it is a moderate level association, it is 

statistically significant and it indicates that males who got married in older ages tend 

to have higher EPDS scores while the males who got married in younger ages tend to 

have lower.  
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Table 12. Correlation analysis between years of marriage and each MLS, 

MSPSS and EPDS scores for each gender groups 

  Years of Marriage 

  Female (n=70) Male (n=70) 

MLS  r  0,05 0.02 

p 0,69 0,86 

MSPSS    

   Family r  -0,14 -0,04 

p 0,26 0,75 

   Friends r  -0,01 0,12 

p 0,94 0,32 

   Significant other r  -0,01 0,14 

p 0,94 0,27 

   Total r  -0,04 0,11 

p 0,72 0,35 

EPDS r  0,26 -0,07 

p 0,03* 0,59 

* p<0.05    

 

       Table 12 displays the correlation analysis findings between years of marriage 

and scale scores for each gender groups.  

       For females, years of marriage did not have any statistically significant 

association with MLS, MSPSS Family, MSPSS Friends, MSPSS Significant other or 

MSPSS total scores (p>0.05). However, it has a statistically significant positive 

correlation with EPDS score (r= 0.26; p=0.03). Although it is a weak level 

association, it is statistically significant and it indicates that for the women, as years 

of marriage increases EPDS score also tends to increase, while as years of marriage 

decreases, EPDS score tends to decrease.  
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       For males, years of marriage did not have any statistically significant association 

with MLS, MSPSS Family, MSPSS Friends, MSPSS Significant other, MSPSS total 

or EPDS scores (p>0.05). 
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Table 13. Correlation analysis between number of people living in the house and 

each MLS, MSPSS and EPDS scores for each gender groups 

  Number of People Living in the House 

  Female (n=70) Male (n=70) 

MLS  r  -0.31 -0,17 

p 0,01* 0,17 

MSPSS    

   Family r  -0,30 -0,13 

p 0,01* 0,27 

   Friends r  0,05 -0,10 

p 0,97 0,43 

   Significant other r  -0,05 -0,01 

p 0,71 0,92 

   Total r  -0,10 -0,09 

p 0,42 0,48 

EPDS r  0,22 0,25 

p 0,07 0,04* 

* p<0.05    

 

       Table 13 displays the correlation analysis findings between number of people 

living in the house and scale scores for each gender groups.  

       For females, number of people living in the house did not have any statistically 

significant association with MSPSS Friends, MSPSS Significant other, MSPSS total 

or EPDS scores (p>0.05). However, it has a statistically significant negative 

correlation with MLS score (r= -0.31; p=0.01). Although it is a moderate level 

association, it is statistically significant and it indicates that women who are living in 

crowded houses tend to have lower MLS scores while the women who are living 

with less people tend to have higher.  
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       Similarly, for the females, number of people living in the house has a 

statistically significant negative correlation with MSPSS Family score (r= -0.30; 

p=0.01). Although it is a moderate level association, it is statistically significant and 

it indicates that women who are living in crowded houses tend to have lower MSPSS 

Family scores while the women who are living with less people tend to have higher. 

       For males, number of people living in the house did not have any statistically 

significant association with MLS, MSPSS Family, MSPSS Friends, MSPSS 

Significant other or MSPSS total scores (p>0.05). However, it has a statistically 

significant positive correlation with EPDS score (r=0.25; p=0.04). Although it is a 

weak level association, it is statistically significant and it indicates that males who 

are living in crowded houses tend to have higher EPDS scores while the males who 

are living with less people tend to have lower.  
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Table 14. Correlation analysis between number of dependants and each MLS, 

MSPSS and EPDS scores for male participants 

  Number of Dependants 

  Male (n=70) 

MLS  r  -0,07 

p 0,58 

MSPSS   

   Family r  -0,17 

p 0,16 

   Friends r  -0,11 

p 0,36 

   Significant other r  -0,11 

p 0,37 

   Total  r  -0,15 

p 0,21 

EPDS  r  0,32 

p 0,01* 

* p<0.05   

 

       Table 14 displays the correlation analysis findings between number of 

dependants and scale scores in each male group.  

       For males, number of dependants did not have any statistically significant 

association with MLS, MSPSS Family, MSPSS Friends, MSPSS Significant other or 

MSPSS total scores (p>0.05). However, it has a statistically significant positive 

correlation with EPDS score (r= 0.32; p=0.01). Although it is a moderate level 

association, it is statistically significant and it indicates that males who are looking 

after higher number of people tend to have higher EPDS scores while the males who 

are looking after less people tend to have lower.  
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Table 15. Correlation analysis between MLS, MSPSS and EPDS scores for all 

participants 

  
MSPSS 

Family 

MSPSS 

Friends 

MSPSS 

Sig. other 

MSPSS 

Total 

EPDS 

MLS  r 0,17 0,06 -0,03 0,06 -0,35 

p 0,04* 0,49 0,73 0,52 0.01* 

MSPSS  

Family 

r  0,43 0,31 0,63 -0,20 

p  0.01* 0.01* 0.01* 0,02* 

MSPSS  

Friends 

r   0,52 0,85 -0,01 

p   0.01* 0.01* 0,93 

MSPSS  

Sig. other 

r    0,85 -0,04 

p    0.01* 0,66 

MSPSS  

Total 

r     -0,08 

p     0,37 

* p<0.05 

 

       Table 15 displays all pairwise correlation findings between the scale scores.  

       Accordingly, MLS score has a significantly positive correlation with MSPSS 

Family subscale score (r= 0.17; p=0.04). Both scale scores tend to move in the same 

direction in this weak but significant association. In addition, MLS scale score has a 

significantly negative correlation with EPDS scale score (r= -0.35; p=0.01). This 

indicates that as MLS score gets higher, EPDS score tends to decrease, and vice 

versa.  

       MSPSS Family subscale score has positive and significant correlations with 

MSPSS Friends subscale score (r= 0.43; p=0.01), MSPSS Significant other subscale 

score (r= 0.31; p=0.01), and MSPSS total scale score (r= 0.63; p=0.01). These 

findings indicate that as MSPSS Family score increases, participants tend to get 

higher MSPSS Friends, MSPSS Significant other and MSPSS total scores.  
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       However, MSPSS Family subscale score has negative and significant correlation 

with EPDS scale score (r= -0.20; p=0.02). This shows that as participants get higher 

scores for MSPSS Family subscale, their EPDS scale scores tend to decrease, and 

vice versa.  

       MSPSS Friends subscale score has positive and significant correlations with 

MSPSS Significant other subscale score (r= 0.52; p=0.01), and MSPSS total scale 

score (r= 0.85; p=0.01). These findings indicate that as MSPSS Friends score 

increases, participants tend to get higher MSPSS Significant other and MSPSS total 

scores.  

       MSPSS Significant other subscale score has a positive and significant correlation 

with MSPSS total scale score (r= 0.85; p=0.01). This strong association indicates that 

as MSPSS Significant other score increases, participants tend to get higher MSPSS 

total scores.  
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Table 16. Linear regression analysis with EPDS Score as dependent while age 

and other scale scores as independent variables for female participants 

 Unstandardized 

Coefficients 

Standardized 

Coefficients 

  

 B Std. Error  Beta t p 

Model Constant 9.998 5.818  1.719 .091 

Age .274 .117 .262 2.340 .022* 

MLS  -.185 .072 -.293 -2.579 .012* 

MSPSS      

   Family -.164 .079 -.157 -1.086 .281 

   Friends .218 .128 .275 1.806 .076 

   Sig. other -.054 .069 -.191 -.781 .438 

*(p<0,05), R
2
: 0.265 

 

       Table 16 shows the results of the linear regression analysis where the EPDS 

score is dependent variable and all remaining scale scores and age are independent 

variables for female participants.  

       As the table indicates, coefficient of determination of the linear model is 26.5%. 

Amongst all independent variables, Age and MLS score were significantly 

contributing to the model. Age has a regression coefficient of 0.274 (p=0.022) and 

this shows that every 1 year increase in age of the female participant corresponds to a 

0.274 units increase in her EPDS score.  

       In addition, MLS score has a regression coefficient of -0.185 (p=0.012). This 

indicates that as the MLS score of the female participant increases for 1 unit, her 

EPDS score will decrease for 0.185 units.  

       MSPSS Family, MSPSS Friends and MSPSS Significant other scores did not 

significantly contribute to the model (p>0.05).  
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Table 17. Linear regression analysis with EPDS Score as dependent while age, 

number of dependants and other scale scores as independent variables for male 

participant s 

 
Unstandardized 

Coefficients 

Standardized 

Coefficients 
  

 B Std. Error  Beta t p 

Model 

Constant 
11.510 6.530  1.763 .083 

Age .073 .119 .071 .611 .543 

MLS  -.198 .074 -.303 -2.675 .010* 

MSPSS      

   Family -.071 .155 -.060 -.458 .649 

   Friends -.021 .102 -.029 -.204 .839 

   Sig. other -.018 .078 -.030 -.232 .817 

Number of 

Dependants 
1.181 .492 .275 2.401 .019* 

*(p<0,05), R
2
: 0.220 

       Table 17 shows the results of the linear regression analysis where the EPDS 

score is dependent variable and all remaining scale scores age and number of 

dependants are independent variables for male participants.  

       As the table indicates, coefficient of determination of the linear model is 22.0%. 

Amongst all independent variables, MLS score, and number of dependants were 

significantly contributing to the model. MLS score has a regression coefficient of -

0.198 (p=0.010). This indicates that as the MLS score of the male participant 

increases for 1 unit, his EPDS score will decrease for 0.198 units.  

       Also, number of dependants has a regression coefficient of 1.181 (p=0.019). 

This indicates that as number of people the male participant is responsible for 

increases for 1 individual, his EPDS score will increase for 1.181 units. 

       Age, MSPSS Family, MSPSS Friends and MSPSS total scores did not contribute  
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Table 18. Correlation analysis between EPDS Scores of female and male 

participants 

  
EPDS Score of Males 

EPDS Score of Females r 0.44 

p 0.01* 

* p<0.05   

 

       Table 18 displays the correlation analysis of EPDS score between female and 

male participants.  

       As shown in the table, EPDS scale score shows a positive and significant 

association between the paired couples (r= 0.44; p=0.01). This indicates that if the 

female parent has high EPDS score, male parent also tends to have higher EPDS 

score, and vice versa.  
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CHAPTER V 

DISCUSSION 

       The birth and postpartum period which women experience great changes in is 

also a risky period in terms of depression. This challenging process affects men as 

well as women, and leaves them with the risk of depression. It is known that 

depression, especially in the early postpartum period, can cause cognitive and 

emotional development problems in children. In terms of paternal PPD, physicians, 

especially those working in primary care, should be careful and remember to scan. 

This research was conducted to collect information about correlation between 

paternal and maternal PPD levels, their relationship with marital satisfaction, 

perceived social support, and other sociodemographic variables. 

       When the EPDS scores of women and men were compared, there was no 

significant difference between gender groups, but a positive and significant 

association between the paired couples. PPD levels of the male and female 

participants for paired couples are found to have positive and significant correlation. 

This suggests that if one of the couple experiences PPD, his partner also has 

increased risk for experiencing PPD. Meta-analysis studies by Paulson and Bazemore 

(2010) and Cameron et al. (2016) also support the finding that maternal and paternal 

PPD are related. In Goodman's 2004 compilation; maternal depression is the most 

important risk factor for prenatal and postnatal depression in the father. In the same 

study, it was stated that the rates of paternal PPD were between 1.2% and 25.5%, and 

these rates were increased to 24-50% in which men their wives were depressed. 

Rhamchandani also argues that depression rates are higher in men with depressed 

wives. Almost all studies in the literature support this hypothesis and Nishimura and 

Ohashi (2010) did not find any relationship between maternal and paternal PPD in 
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the measurements made at 4 weeks postpartum. In Turkey, Cºmert Okutucuôs (2013) 

study with fathers whose wives gave birth; there was no relationship between 

depression in wife and paternal PPD. As a reason for this, in the study of Cºmert 

Okutucu, the information about presence of maternal depression is obtained by 

asking men. The association of PPD levels of spouses may be related with the risk 

factors of PPD affecting both of the partners as a family like marital satisfaction, 

perceived social support from family. Also, the experience of PPD by one partner 

may have some negative effect on the other. 

       PPD level was found not to have a significant relationship with education level 

and income level. Most studies show that maternal PPD is not related to family 

income (Okanlē, 2003; Sevil et al., 2004; Keleĸ, 2007). Similarly, in Aydemir's 

(2007) study, maternal PPD, in Serhan et al.ôs (2010) study found that maternal and 

paternal PPD did not have a statistically significant relationship with income and 

education level. In Eren's (2007) study, maternal PPD was found to be negatively 

related to education level, not related to economic level. In the study of the Cºmert 

Okutucu (2013), it was determined that as these levels increase, the risk of 

depression decreases in men. Wee et al. (2011) reported that low levels of education 

increase PPD risk in their work. In a cohort study of 570 women in Geneva, it has 

been shown that women who develop PPD receive professional training at a lower 

level (Righetti-Veltema et al., 1998). Chung et al. (2004) conducted another study on 

774 women in Pennsylvania, which showed that PPD was quite widespread among 

women with lower level of education. In the study on 2514 women in 5 provinces in 

the eastern and south-eastern regions of Turkey in 2001, there was a significant 

tendency to decrease in depression with education was observed. According to the 

same study, the risk of PPD in uneducated women is 2 times higher than university 
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graduates (Ķnandē et al., 2002). In another study with 85 newborn mothers at Van 

Y¿z¿nc¿ Yēl University, low-level education was found to be an important risk 

factor for PPD and was accused of creating a vicious cycle in terms of depression by 

causing side effects such as short delivery intervals, many children and child care 

quality decline (G¿rel and G¿rel, 2000). The diversity of findings in the literature 

suggests that income level and education level may not to be associated with PPD 

directly, but indirectly when evaluated with other factors. 

       In the current study, a significant positive correlation was found between PPD 

level and the age and the length of marriage in women, but not in men. Findings 

show that 29 years old and younger women have lower PPD levels than older 

women. Similarly, in Aydemir's study (2007), there was no correlation between the 

age of women and PPD levels. In many studies in the literature, there is no 

significant relationship between depression level of women and age and marriage 

duration (Eren, 2007, Okanlē, 2003, Sevil et al., 2004, Keleĸ, 2007). Cºmert Okutucu 

(2013) and Serhan et al. (2013) also stated that age and marriage duration were not 

significant variables on EPDS point averages in men. In Rhamchandani's 2011 

publication, there was no age-related prevalence on paternal PPD. 

       When the age of marriage is compared with PPD level, while it was found no 

significant relationship in women, a significant positive correlation was found in 

men. Similarly, in Aydemir's study (2007), there was no relationship between age of 

marriage and PPD levels of women. Green et al. (2006) conducted a study in the 

United Arab Emirates that late marriage was found to be an effective risk factor for 

maternal PPD. In Danacē's (2002) and Ķnandē's (2002) studies, low marriage age was 

determined as a risk factor for PPD: In early age, before the age of 18, the rate of 

depression in married women was found to be high. It has been reported in various 
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literature that giving birth in adolescence period is a risk factor for PPD in women 

(Warner et al., 1996; Georgiopoulos et al., 1999; OôNeill et al., 1990; Reid and 

Meadows-Oliver, 2007). Cultural and religious differences are thought to be the 

reason for while the low age of marriage is considered as a risk factor for maternal 

PPD in some studies, as a protective factor in some other studies. 

       In the current study, there was no significant relationship between the time 

passed since the delivery and PPD level. A meta-analysis study of Cameron et al. 

(2016) involving 74 studies reported that PPD rates in men were relatively stable 

throughout the transition to parenting and not depend on the timing of the evaluation. 

As a result of Paulson and Bazemore's (2010) study of 43 articles, maternal and 

paternal PPD levels were found to be relatively low in the period of from birth to 3 

months postpartum, and relatively high in the 3- to 6 month postpartum period. 

Paulson and Bazemore (2010) reported that the measurement method used could also 

lead to different outcomes, in studies using questionnaire methods participants 

indicated a higher level of PPD than in studies using interview methods. 

       In the current study, PPD level was found to have a significant positive 

relationship with the number of people living in the house and the number of 

dependants in men, but was not related to these factors in women. In the study of the 

Cºmert Okutucu (2013), a positive increase was detected between the average 

number of people living in the home and the number of dependants and the average 

EPDS scores of the fathers. The number of dependants is considered to be a more 

significant factor for fathers. The indirect and negative effect of this factor is mainly 

due to the increase in economic expenses. This is thought to increase the father's 

burden and the risk of depression. 
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       There was a significant negative correlation between PPD level and marital 

satisfaction in this study. The findings of Alkar and Gen­ºz (2007), Feeney et al. 

(2003), Kargar et al. (2014) and Pollock et al. (2009) show that low marital 

satisfaction increases PPD risk and these findings support the current study. This can 

be interpreted as the fact that couples with a happy marriage experience have a lower 

risk of depression because they share tasks at home, share responsibility for child 

care, prepare for their new roles together and reduce each other's burden and 

overcome these difficult processes easier by supporting each other. 

       In the current study, PPD level was found to be significantly negatively 

correlated with perceived social support from family. It was also determined that the 

family subscale had a positive significant relationship with the friends subscale, the 

significant other subscale, and the total MSPSS score. However, PPD level was not 

significantly associated with perceived social support from the friends, from the 

significant other, and with the MSPSS total score. According to these findings, as the 

perceived social support from the family increases, PPD level decreases, but 

perceived social support from friends, from significant other and generally perceived 

social support are not correlated with PPD level. Similarly, Aydemir (2007) found 

that maternal PPD was not associated with social support. In a study examining the 

relationship between perceived social support and PPD level, B¿y¿kkoca (2001) 

found a significant relationship between the PPD level and the perceived social 

support from family, friends, and significant other. Many other studies also found 

that PPD level is negatively correlated with social support, suggesting that social 

support prevents depression and that lack of social support increases the risk of 

depression (Beck, 2001; Robertson et al., 2004; Aydemir, 2007; Ceyhun Peker et al., 

2016; Cutrano, 1986). Serhan et al. (2013) noted that the lack of social support 
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known to constitute a risk factor for maternal PPD also plays an important role in the 

development of paternal PPD. In the current study, only the perceived social support 

from the family is associated to the PPD may be attributed to the fact that the sample 

size is not large enough. 
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CHAPTER VI  

CONCLUSION AND RECOMMENDATIONS  

6.1. Conclusion 

       In conclusion, findings of the current study indicate that; 

¶ PPD levels of mothers and fathers are not significantly different. 

¶ When one of the couple experiences PPD, the other one also has increased 

risk for experiencing PPD. 

¶ Education level, income level, and the time passed since the delivery do not 

effect the level of PPD. 

¶ The higher the age and the length of marriage, the higher the PPD level in 

women, but not in men. 

¶ When marriage age, number of people living in the house, and the number of 

dependants increases, PPD level also increases in men, but not in women. 

¶ If the mothers and fathers are satisfied with their marriage, their PPD risk are 

lower. 

¶ If the mothers and fathers are supported by their family, their PPD risk are 

lower. 

¶ Individuals who perceive more social support from their family, friends, and 

significant other, they are more satisfied with their marriage. 

6.2. Reccomendations 

6.2.1. Reccomendations for clinical practice 

       Especially in primary care, the fathers should also be called to pregnant and 

healthy children follow-up, and it should be kept in mind that PPD may also occur in 

fathers. Mothers and fathers should be followed together for the risk of prenatal and 
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postpartum depression due to pregnancy, and these risks should be determined by 

screening tools if necessary. 

       It is recommended that those who have a high risk of depression or those who 

are diagnosed with depression should be followed up with the secondary care with a 

multidisciplinary approach. The effects of a depression on family members are 

another issue that is recommended to be followed. 

6.2.2. Reccomendations for the future research 

       In order for the results to be generalized to the Turkish society; it is 

recommended that similar studies should be carried out with wider groups and multi-

centers, including different sociocultural and economic groups. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 73 

REFERENCES 

 

Acitelli, L. K., Antonucci, T. C. (1994) Gender differences in the link between 

marital support and satisfaction in older couples. Journal of Personality and 

Social Psychology; 67(4): 688-98. 

Affonsoa, D. D., Deb, A. K., Horowitzc, J. A., Mayberry, L. J. (2000) An 

international study exploring levels of postpartum depressive 

symptomatology. Journal Of Psychosomatic Research; 49: 207-16. 

Ahokas, A., Aito, M., Turiainen, S. (2000) Association between oestradiol and 

puerperal psychosis. Acta Psychiatr Scand; 101: 167-169. 

Aktaĸ, D. (2008) Doĵum sonu dºnemde depresyon gºr¿lme durumu ve depresyon 

geliĸmesini etkileyen risk faktºrleri. Unpublished Masterôs Thesis. 

Hacettepe University, Graduate School of Health Sciences, Ankara. 

Alkar, ¥. Y., Gen­ºz, T. (2007) Yeni Doĵum Yapmēĸ Annelerin Depresyon 

Belirtileri: Evlilik Doyumu ve Doĵum Zorluk Derecesinin ¥nemi. Kriz 

Dergisi; 15(3): 1-8. 

Amankwaa, L. C. (2003) Postpartum depression, culture and african-american 

women. Journal Of Diversity; 10(1): 23-9. 

American Psychiatric Association (2013) Ruhsal Bozukluklarēn Tanēsal ve Sayēmsal 

El Kitabē, Beĸinci Baskē (DSM-V), Tanē ¥l­¿tleri Baĸvuru Elkitabē. ­ev. 

Kºroĵlu, E. (2013) Hekimler Yayēn Birliĵi; 109-10. 

Annag¿r, B. B. (2008) Depresyon hastalarēnda d¿rt¿ kontrol bozukluklarē sēklēĵē. 

Unpublished Specialty Thesis. ¢ukurova University, Faculty of Medicine, 

Department of Psychiatry, Adana.  



 74 

Atasoy, N., Bayar, ¦., Sade, H., Konuk, N., Atik, L., Barut, A., Tanrēverdi, A., Kaya, 

E. (2004) Doĵum sonrasē dºnemde depresif belirti d¿zeyini etkileyen 

klinik ve sosyodemografik risk etkenleri. T¿rkiye Klinikleri J Gynecol 

Obst; 14: 252-7. 

Aydemir, N. (2007) BEAH saĵlam ­ocuk polikliniĵine baĸvuran 0-1 yaĸ bebeĵi olan 

annelerde depresyon taramasē ve depresyonda etkili risk faktºrlerini 

belirleme. Unpublished Specialty Thesis. Bakērkºy Dr. Sadi Konuk 

Training and Research Hospital, Family Practice, Ķstanbul. 

Ayvaz, S., Hocaoĵlu, ¢., Tiryaki, A., Ak, Ķ. (2006) Trabzon il merkezinde doĵum 

sonrasē depresyon sēklēĵē ve gebelikteki iliĸkili demografik risk etmenleri. 

T¿rk Psikiyatri Dergisi; 17(4): 243-51. 

Bahr, S. J., Chappell, C. B., Leigh, G. K. (1983) Age at marriage, role enactment, 

role consensus and marital satisfaction. Journal Of Marriage And The 

Family; 45(4): 795-803. 

Balkaya, N. A. (2002) Postpartum dºnemde annelerin bakēm gereksinimleri ve ebe-

hemĸirenin rol¿. C.¦. Hemĸirelik Y¿ksekokulu Dergisi; 6(2): 42-9. 

Balcēoĵlu, Ķ. (1999) Depresyonun etyopatogenezi. Ķ.¦. Cerrahpaĸa Tēp Fak¿ltesi 

S¿rekli Tēp Eĵitimi Etkinlikleri, Depresyon, Somatizasyon ve Psikiyatrik 

Aciller Sempozyumu; 2-3 Aralēk: 19-28. 

Ballard, C. G., Davis, A., Cullen, P. C., Mohan, A. N., Dean, C. (1994) Prevalence of 

postnatal psychiatric morbidity in mothers and fathers. Br J Psychiatry; 

164: 782-8. 

Baor, L., Soskolne, V. (2010) Mothers of IVF and spontaneouslyconceived twins: a 

comparison of prenatal maternalexpectations, coping resources and 

maternal stress. Hum Reprod; 25: 1490-6. 



 75 

Barnesd, L. (2006) Postpartum depression: itôs impact on couples and marital 

satisfaction. Journal Of Systemic Therapies; 25(3): 25-42. 

Bashērē, N., Spielvogel, M. A. (1999) Postpartum depression: A cross-cultural 

perspective. Prim Care Update Ob/Gyns; 6(1): 82-7. 

Beck, C. T. (1998). The effects of postpartum depression on child development: a 

meta-analysis. Archives of psychiatric nursing; 12(1): 12-20. 

Beck, C. T. (1999) Postpartum depression: Stopping the thief that steals motherhood. 

AWHONN lifelines; 3(4): 41-4. 

Beck, C. T. (2001). Predictors of postpartum depression: An update. Nursing 

Research; 50(5): 275ï85. 

Benoit, C., Westfall, R., Adrienne, E., Treloar, B., Phillips, R., Jansson, S. M. (2007) 

Social factors linked to postpartum depression: a mixed-methods 

longitudinal study. Journal Of Mental Health; 16(6): 719ï30. 

Bloch, M., Rotenberg, N., Koren, D., Klein, E. (2006) Risk factors for early 

postpartum depressive symptoms. Gen Hosp Psychiatry; 28(1): 3-8. 

Boyce, P., Condon, J., Barton, J., Corkindale, C. (2007) First-time fathersô study: 

psychological distress in expectant fathers during pregnancy. Australian 

and New Zealand Journal Of Psychiatry; 41: 718-725. 

Boyce, P., Hickey, A. (2005) Psychosocial risk factors to major depression after  

childbirth. Social Psychiatry & Psychiatric Epidemiology; 40(8): 605-12. 

Bradbury, T. N., Fincham, F. D., & Beach, S. R. H. (2000). Research on the nature 

and determinants of marital satisfaction: A decade in review. Journal of 

Marriage and the Family; 62 (4): 964-980. 



 76 

Bryant C. M., Conger R. D. (1999) Marital success and domains of social support in 

long term ralationships: Does the influence of network members ever end?. 

Journal of Marriage and The Family; 61: 437-50. 

B¿y¿kkoca, M. (2001) Algēlanan sosyal destek ile posptpartum depresyon arasēndaki 

iliĸkinin incelenmesi. Unpublished Masterôs Thesis. Dokuz Eyl¿l 

University, Graduate School of Health Sciences, Department of Obstetrics 

and Gynecology, Ķzmir. 

Cameron, E. E., Sedov, I. D., Tomfohr-Madsen, L. M. (2016) Prevalence of paternal 

depression in pregnancy and the postpartum: An updated meta-analysis. 

Journal of Affective Disorders; 206: 189.203. 

Ceyhun Peker, A. G., Cºmert Okutucu, A., Tekiner, A. S., Daĵlē, Z. (2016) 

Babalarda Doĵum Sonu Depresyonu ve Etkili Olan Faktºrlerin 

Deĵerlendirilmesi. Konuralp Tēp Dergisi; 8(2): 141-6. 

Chandran, M., Tharyan, P., Mulēyēl, J., Abraham, S. (2002) Post-partum depression 

in a cohort of women from a rural area of Tamil Nadu, India. Br J 

Psychiatry; 499- 504. 

Christenfeld, N., Gerin, W., Sanders, M. (1997) Social support effect on 

cardiovascular reactivity: is a stranger as effective as a friend? Psychsom 

Med; 59: 388-98. 

Chung, E. K., McCollum, K. F., Elo, I. T., Lee, H. J., Culhane, J. F. (2004) Maternal 

depressive symptoms and infant health practices among low-income 

women. Pediatrics; 113(6): 523-9. 

Cingisiz N. (2010) Ortaºĵretim Okullarēnda Gºrev Yapan ¥ĵretmenlerin Duygusal 

Zek©larē ile Evlilik Doyumlarē Arasēndaki Ķliĸki. Unpublished Masterôs 



 77 

Thesis. Gaziantep University, Graduate School of Social Sciences, 

Department of Educational Sciences, Gaziantep. 

Clark, R., Tluczek, A., Brown, R. (2008) A mother-infant therapy group model for 

postpartum depression. Infant Mental Healt Journal; 29(5): 514ï36. 

Cohen, S., Wills, T. A. (1985) Stress, social support, and the buffering hypothesis. 

Psychol Bull; 98: 310-57. 

Cox, J. L., Holden, J. M., Sagovsky, R. (1987) Detection of postnatal depression. 

Development of the 10-item Edinburgh postnatal depression scale. The 

British Journal of Psychiatry; 150: 782-6. 

Coyne, J. C., Downey, G. (1991) Social factors and psychopathology: stress, social 

support, and coping processes. Annu Rev Psychol; 42: 401-25. 

Cºmert Okutucu, A. (2013) Ankara ¦niversitesi Tēp Fak¿ltesi Kadēn Hastalēklarē ve 

Doĵum Kliniĵinde Doĵan Bebeklerin Babalarēnda Doĵum Sonrasē 

Depresyon Oranēnēn Edinburgh Doĵum Sonrasē Depresyon ¥l­eĵi 

Kullanēlarak Belirlenmesi. Unpublished Specialty Thesis. Ankara 

University, Faculty of Medicine, Department of Family Practice, Ankara. 

Cutrano, C. E. (1986) Social support, infant temperament and parenting self-efficacy: 

A medical model of postpartum depression. Child Development; 57: 1507-

18. 

¢ak, H. T., Karabekiroĵlu, K., ¢engel K¿lt¿r, E., Tarak­ēoĵlu, M. C., Kaya, R., Say, 

G. N., Gºrker, I., Sapmaz, D., Karabekiroĵlu, A., ¢akēn Memik, N., Y¿ce, 

M., Kºse, S., ¥zbaran, B., Foto ¥zdemir, D., Akēn Sarē, B., ¥zko­ Erol, 

S., Evin­, G., Cengiz, H., Varol, F. (2015) Anne ve Baba Adaylarēnda 

Psikiyatrik Belirtiler ile Doĵum Sonrasē Depresyon ve Ķnfantil Kolik Arasē 



 78 

Ķliĸki : ¢ok Merkezli Bir Takip ¢alēĸmasē. T¿rk Psikiyatri Dergisi; 26(2): 

87-98. 

¢eber, T. E., Pektaĸ, Ķ., Dikici, Ķ. (2002) Ķzmir Bornova il­esinde doĵum yapmēĸ 

kadēnlarēn doĵum sonrasē depresyon durumlarē ve bu durumu etkileyen 

etmenlerin incelenmesi. VIII. Ulusal Halk Saĵlēĵē Kongresi Kitabē: 858-61. 

Danacē, A. E., Din­, G., Deveci, A. (2002) Postnatal depression in Turkey: 

epidemiological and cultural aspects. Soc Psychiatry Epidemiol; 37: 125-9. 

Dennis, C, L., Janssen, P. A., Singer, J. (2004) Identifying women at-risk for 

postpartum depression in the immediate postpartum period. Acta 

Psychiatrica Scandinavica; 110(5): 338-46. 

Durat, G., Kutlu, Y. (2010) Sakaryaôda Doĵum Sonrasē Depresyon Sēklēĵē ve Ķliĸkili 

Faktºrler. New/Yeni Symposium Journal; 48(1): 63-8. 

Edoka, I. P., Petroub, S. (2011) Healthcare costs of paternal depression in the 

postnatal period. Journal Affect Disord; 133(1-2): 356ï60. 

Eker, D., Arkar, H. (1995) ¢ok boyutlu algēlanan sosyal destek ºl­eĵinin faktºr 

yapēsē, ge­erlik ve g¿venirliĵi. T¿rk Psikoloji Dergisi; 10(34): 45ï55. 

Eker, D., Arkar, H., Yaldēz, H. (2001) ¢ok boyutlu algēlanan sosyal destek ºl­eĵinin 

gºzden ge­irilmiĸ formunun faktºr yapēsē, ge­erlik ve g¿venirliĵi. T¿rk 

Psikiyatri Dergisi; 12(1): 17ï25. 

Ell, K. (1996) Social networks, social support and coping with serious illness: The 

family connection. Soc Sci Med; 42: 73-183. 

Eltutan, H., ¥nc¿oĵlu, C. (1997) Kadēnlara ºzg¿ psikiyatrik bozukluklar. Depresyon 

Dergisi; 2(1): 74-80. 



 79 

Ene­ Can, F. N., Aydemir, Ķ., Set, T., Akt¿rk, Z., Daĵdeviren, N. (2005) Ailesel 

faktºrler depresyonda ne kadar etkili?. T¿rkiye Aile Hekimliĵi Dergisi; 

9(1): 15-9. 

Engindeniz, A. N. (1996) Edinburgh Doĵum Sonrasē Depresyon ¥l­eĵiônin T¿rk­e 

Formu i­in Ge­erlilik ve G¿venirlilik ¢alēĸmasē. Unpublished Masterôs 

Thesis. Ege University, Ķzmir. 

Engindeniz, A. N., K¿ey, L., K¿lt¿r, S. (1997) Edinburgh Doĵum Sonrasē Depresyon 

¥l­eĵi T¿rk­e Formu ge­erlilik ve g¿venirlik ­alēĸmasē, Bahar 

Sempozyumlarē; 1(1): 51-2. 

Erbay, D. P. (2002) Yarē kentsel bir bºlgede postpartum depresyon prevalansē ve risk 

faktºrleri. VIII. Ulusal Halk Saĵlēĵē Kongresi Kitabē: 862-5. 

Erdem, ¥., Bez, Y. (2009) Doĵum Sonrasē H¿z¿n ve Doĵum Sonrasē Depresyon. 

Konuralp Tēp Dergisi; 1(1): 32-7. 

Eren, T. Ķ. (2007) Postpartum depresyon prevalansē ve sosyodemografik risk 

faktºrleri. Unpublished Specialty Thesis. Haydarpaĸa Numune Training 

and Research Hospital. Family Practice, Ķstanbul.  

Esmek, M. (2007) Psikiyatri Servisinde Yatan ķizofren Hastalarēn Yakēnlarēnēn 

Sosyal Destek ve Stresle Baĸ Etme D¿zeylerinin Belirlenmesi. 

Unpublished Masterôs Thesis. Sel­uk University, Graduate School of 

Health Sciences, Konya. 

Evans, J., Heron, J., Francomb, H., Oke, S., Golding, J. (2001) Cohort study of 

depressed mood during pregnancy and after childbirth. BMJ; 323: 257-60. 

Evins, G. G., Theofrastous, P. J. (1997) Postpartum depression: A review of 

postpartum screening. Prim Care Update Ob/Gyns; 4(2): 241-6. 



 80 

Feeney, J., Alexander, R., Noller, P., Hohaus, L. (2003). Attachment insecurity, 

depression, and the transition to parenthood. Personal Relationships; 10(4): 

475-93. 

Field, T. (2011). Prenatal depression effects on early development: a review. Infant 

Behavior and Development, 34(1), 1-14. 

Fletcher, R. J., Matthey, S., Marley, C. G. (2006). Addressing depression and anxiety 

among new fathers. Medical Journal of Australia, 185(8), 461ï3. 

Forman, D. N., Videbech, P., Hedegaard, M., Salvig, J. D., Secher, N. J. (2000) 

Postpartum depression: identification of women at risk. BJOG; 107(10): 

210-7. 

Gao, L. L., Chan, S. W. C., Mao, Q. (2009). Depression, perceived stress, and social 
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APPENDIX-C. AYDINLATILMIķ ONAM 

 

Bu ­alēĸma, Yakēn Doĵu ¦niversitesi Fen Edebiyat Fak¿ltesi Psikoloji Bºl¿m¿ 

tarafēndan ger­ekleĸtirilen bir ­alēĸmadēr. 

 

Bu ­alēĸmanēn amacē yakēn zamanda ­ocuk sahibi olmuĸ ­iftlerin depresyon 

d¿zeylerini ve bununla iliĸkili olabilecek bazē faktºrleri incelemektir. 

 

Anket tamamen bilimsel ama­larla d¿zenlenmiĸtir. Anket formunda kimlik 

bilgileriniz yer almayacaktēr. Size ait bilgiler kesinlikle gizli tutulacaktēr. ¢alēĸmadan 

elde edilen veriler yalnēzca istatistik veri olarak kullanēlacaktēr. Yanētlarēnēzē i­ten ve 

doĵru olarak vermeniz bu anket sonu­larēnēn toplum i­in yararlē bir bilgi olarak 

kullanēlmasēnē saĵlayacaktēr. 

 

Telefon numaranēz anketºr¿n denetlemesi ve anketin uygulandēĵēnēn belirlenmesi 

amacēyla istenmektedir. 

 

        

Yardēmēnēz i­in ­ok teĸekk¿r ederim. 

 

 

Psikolog 

Ķrem Beng¿ ķensoy 

 

 

 

Yukarēdaki bilgilerin t¿m¿n¿ ayrēntēlē bi­imde okudum ve anketin uygulanmasēnē 

onayladēm. 

 

 

 

 

 

Ķsim: 

 

 

 

Ķmza: 

 

 

 

Telefon: 
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APPENDIX-D. BĶLGĶLENDĶRME FORMU 

 

 

Babalarda Doĵum Sonrasē Depresyon: Evlilik Doyumu ve Sosyal Destek ile 

Ķliĸkisi  

 

 

Bu ­alēĸmanēn amacē yakēn zamanda ­ocuk sahibi olmuĸ ­iftlerin depresyon 

d¿zeylerini ve bununla iliĸkili olabilecek bazē faktºrleri belirlemektir. 

 

 Bu ­alēĸmada size bir demografik bilgi formu ve bir dizi ºl­ek sunduk. 

Demografik bilgi formu sizin yaĸ cinsiyet gibi demografik ºzellikleriniz hakkēndaki 

sorularē i­ermektedir. ¥l­ekler ise doĵum sonrasē depresyon d¿zeyinizi ve depresyon 

d¿zeyinizin evlilik yaĸantēnēz ve aldēĵēnēz sosyal destek ile iliĸkisini ºl­mektedir. 

 Daha ºnce de belirtildiĵi gibi, ºl­eklerde ve gºr¿ĸmelerde verdiĵiniz cevaplar 

kesinlikle gizli kalacaktēr. Eĵer ­alēĸmayla ilgili herhangi bir ĸikayet, gºr¿ĸ veya 

sorunuz varsa bu ­alēĸmanēn araĸtērmacēlarēndan biri olan Psk. Ķrem Beng¿ ķensoy 

ile iletiĸime ge­mekten l¿tfen ­ekinmeyiniz (email: bengusensoy@gmail.com).  

      

 Eĵer araĸtērmanēn sonu­larēyla ilgileniyorsanēz, 01.07.2017 tarihinden 

itibaren araĸtērmacēyla iletiĸime ge­ebilirsiniz.  

            

 

                  Katēldēĵēnēz i­in tekrar teĸekk¿r ederim. 

                                                                                     Psikolog 

                                                                                   Ķrem Beng¿ ķensoy 

  Psikoloji Bºl¿m¿, 

   Yakēn Doĵu ¦niversitesi, 

   Lefkoĸa. 
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APPENDIX-E. Demografik Bilgi Formu 

Cinsiyetiniz: 

( ) Kadēn  ( ) Erkek 

Yaĸēnēz: ééééééé.. 

Eĵitim d¿zeyiniz: 

( ) Okur-yazar    ( ) Ķlkokul   ( ) Ortaokul   ( ) Lise     ( ) ¦niversite    ( ) Y¿ksek  

                                           Lisans ve ¿st¿ 

¢alēĸma durumunuz: 

( ) ¢alēĸēyor  ( ) ¢alēĸmēyor 

Aylēk geliriniz: éééééééé.. 

Evlilik yaĸēnēz: ééééééé.. 

Evlilik s¿resi: ééééééé 

Doĵum sonrasē dºnem (ay): ééééééé 

Ka­ēncē doĵumunuz?: ééééééé 

Bebeĵinizin cinsiyeti: 

( ) Kēz   ( ) Erkek 

Bebeĵinizin cinsiyetinden memnun musunuz? 

( ) Evet   ( ) Hayēr 

Gebeliĵiniz planlē mēydē? 

( ) Planlē  ( ) Plansēz/istenen  ( ) Plansēz/istenmeyen 

Tedavi ile ger­ekleĸen bir gebelik miydi? 

( ) Evet   ( ) Hayēr 

Cinsiyet beklentiniz var mēydē? 

( ) Kēz   ( ) Erkek   ( ) Fark etmez 

K¿rtaj/d¿ĸ¿k ge­miĸiniz var mē? 

( ) K¿rtaj  ( ) D¿ĸ¿k  ( ) K¿rtaj ve d¿ĸ¿k  ( ) Yok 

Kronik bir hastalēĵēnēz var mē? 

( ) Yok   ( ) Var (Belirtiniz: ééééééééé) 

Psikiyatrik bir hastalēĵēnēz var mē? 

( ) Yok   ( ) Var (Belirtiniz: ééééééééé) 

Ailenizde psikiyatrik hastalēĵē olan biri var mē? 

( ) Yok   ( ) Var (Belirtiniz: éééééééé..) 

Evde yaĸayan kiĸi sayēsē: éééééé 

Bakmakla y¿k¿ml¿ olunan kiĸi sayēsē: ééééé.. 
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APPENDIX-F. EY¥ 

Aĸaĵēda evlilik yaĸamēna iliĸkin 10 c¿mle bu1unmaktadēr. Bu c¿mlelerden her 

birinin altēnda da ñkesinlikle katēlmēyorumò, ñkatēlmēyorumò, ñkararsēzēmò, 

ñkatēlēyorumò ve ñkesinlikle katēlēyorumò se­enekleri yer almaktadēr. Her c¿mleyi 

dikkatle okuyunuz ve sizin evlilik yaĸamēnēza uyan se­eneĵi ­arpē (X) koyarak 

iĸaretleyiniz. 

 

1. Evlilikten beklediklerimin ­oĵu ger­ekleĸti. 

( )   ( )    ( )   ( )   ( ) 

Kesinlikle  Katēlmēyorum  Kararsēzēm  Katēlēyorum  Kesinlikle 

Katēlmēyorum        Katēlēyorum 

2. Evliliĵimizdeki engellerin aĸēlamaz olduĵunu d¿ĸ¿n¿yorum. 

( )   ( )    ( )   ( )   ( ) 

Kesinlikle  Katēlmēyorum  Kararsēzēm  Katēlēyorum  Kesinlikle 

Katēlmēyorum        Katēlēyorum 

3. Evliliĵimizi ­ok anlamlē buluyorum. 

( )   ( )    ( )   ( )   ( ) 

Kesinlikle  Katēlmēyorum  Kararsēzēm  Katēlēyorum  Kesinlikle 

Katēlmēyorum        Katēlēyorum 

4. Evliliĵimizde giderek eksilen heyecan beni rahatsēz ediyor. 

( )   ( )    ( )   ( )   ( ) 

Kesinlikle  Katēlmēyorum  Kararsēzēm  Katēlēyorum  Kesinlikle 

Katēlmēyorum        Katēlēyorum 

5. Ev1i1iĵimiz zaman zaman bana bir y¿k gibi geliyor. 

( )   ( )    ( )   ( )   ( ) 

Kesinlikle  Katēlmēyorum  Kararsēzēm  Katēlēyorum  Kesinlikle 

Katēlmēyorum        Katēlēyorum 

6. Huzurlu bir ev yaĸamēm var. 

( )   ( )    ( )   ( )   ( ) 

Kesinlikle  Katēlmēyorum  Kararsēzēm  Katēlēyorum  Kesinlikle 

Katēlmēyorum        Katēlēyorum 

7. Evliliĵimiz her ge­en g¿n daha iyiye doĵru gitti. 

( )   ( )    ( )   ( )   ( ) 

Kesinlikle  Katēlmēyorum  Kararsēzēm  Katēlēyorum  Kesinlikle 

Katēlmēyorum        Katēlēyorum 

8. Bizim iliĸkimiz ideal bir karē-koca iliĸkisidir. 

( )   ( )    ( )   ( )   ( ) 

Kesinlikle  Katēlmēyorum  Kararsēzēm  Katēlēyorum  Kesinlikle 

Katēlmēyorum        Katēlēyorum 

9. Eĸim benim i­in aynē zamanda iyi bir arkadaĸtēr. 

( )   ( )    ( )   ( )   ( ) 

Kesinlikle  Katēlmēyorum  Kararsēzēm  Katēlēyorum  Kesinlikle 

Katēlmēyorum        Katēlēyorum 

10. Baĸbaĸa kaldēĵēmēz zaman benim canēm hi­ sēkēlmaz. 

( )   ( )    ( )   ( )   ( ) 

Kesinlikle  Katēlmēyorum  Kararsēzēm  Katēlēyorum  Kesinlikle 

Katēlmēyorum        Katēlēyorum 
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APPENDIX-G. ¢BASD¥ Gºzden Ge­irilmiĸ Formu 

Aĸaĵēda 12 c¿mle ve her bir c¿mle altēnda da cevaplarēnēzē iĸaretlemeniz i­in 1ôden 

7ôye kadar rakamlar verilmiĸtir. 

Her c¿mlede sºylenenin sizin i­in ne kadar ­ok doĵru olduĵunu veya olmadēĵēnē 

belirtmek i­in o c¿mle altēndaki rakamlardan yalnēz bir tanesini daire i­ine alarak 

iĸaretleyiniz. Bu ĸekilde 12 c¿mlenin her birine bir iĸaret koyarak cevaplarēnēzē 

veriniz. 

L¿tfen hi­bir c¿mleyi cevapsēz bērakmayēnēz. Sizce doĵruya en yakēn olan rakamē 

iĸaretleyiniz. 

 

1. Ailem ve arkadaĸlarēm dēĸēnda olan ve ihtiyacēm olduĵunda yanēmda olan bir 

insan (ºrneĵin, flºrt, niĸanlē, sºzl¿, akraba, komĸu, doktor) var. 

Kesinlikle hayēr 1, 2, 3, 4, 5, 6, 7 kesinlikle evet. 

2. Ailem ve arkadaĸlarēm dēĸēnda olan ve sevin­ ve kederlerimi paylaĸabileceĵim bir 

insan (ºrneĵin, flºrt, niĸanlē, sºzl¿, akraba, komĸu, doktor) var. 

Kesinlikle hayēr 1,2,3,4,5,6,7 kesinlikle evet 

3. Ailem (ºrneĵin, annem, babam, eĸim, ­ocuklarēm, kardeĸlerim) bana ger­ekten 

yardēmcē olmaya ­alēĸēr. 

Kesinlikle hayēr 1,2,3,4,5,6,7 kesinlikle evet 

4. Ķhtiyacēm olan duygusal yardēmē ve desteĵi ailemden (ºrneĵin, annemden, 

babamdan, eĸimden, ­ocuklarēmdan, kardeĸlerimden) alērēm. 

Kesinlikle hayēr 1,2,3,4,5,6,7 kesinlikle evet 

5. Ailem ve arkadaĸlarēm dēĸēnda olan ve beni ger­ekten rahatlatan bir insan 

(ºrneĵin, flºrt, niĸanlē, sºzl¿, akraba,komĸu, doktor) var. 

Kesinlikle hayēr 1,2,3,4,5,6,7 kesinlikle evet 

6. Arkadaĸlarēm bana ger­ekten yardēmcē olmaya ­alēĸērlar. 

Kesinlikle hayēr 1,2,3,4,5,6,7 kesinlikle evet 

7. Ķĸler kºt¿ gittiĵinde arkadaĸlarēma g¿venebilirim. 

Kesinlikle hayēr 1,2,3,4,5,6,7 kesinlikle evet 

8. Sorunlarēmē ailemle (ºrneĵin, annemle, babamla, eĸimle, ­ocuklarēmla, 

kardeĸlerimle) konuĸabilirim. 

Kesinlikle hayēr 1,2,3,4,5,6,7 kesinlikle evet 

9. Sevin­ ve kederlerimi paylaĸabileceĵim arkadaĸlarēm var. 

Kesinlikle hayēr 1,2,3,4,5,6,7 kesinlikle evet 

10. Ailem ve arkadaĸlarēm dēĸēnda olan ve duygularēma ºnem veren bir insan 

(ºrneĵin, flºrt, niĸanlē, sºzl¿, akraba, komĸu, doktor) var. 

Kesinlikle hayēr 1,2,3,4,5,6,7 kesinlikle evet 

11. Kararlarēmē vermede ailem (ºrneĵin, annem, babam, eĸim, ­ocuklarēm, 

kardeĸlerim) bana yardēmcē olmaya isteklidir. 

Kesinlikle hayēr 1,2,3,4,5,6,7 kesinlikle evet 

12. Sorunlarēmē arkadaĸlarēmla konuĸabilirim. 

Kesinlikle hayēr 1,2,3,4,5,6,7 kesinlikle evet 
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APPENDIX-H. EDSD¥ 

Yakēn zamanlarda bebeĵiniz oldu. Sizin son hafta i­indeki duygularēnēzē ºĵrenmek 

istiyoruz. Bºylelikle size daha iyi yardēmcē olabileceĵimize inanēyoruz. L¿tfen, 

yalnēzca bug¿n deĵil son 7 g¿n i­inde, kendinizi nasēl hissettiĵinizi en iyi tanēmlayan 

ifadeyi iĸaretleyiniz. 

 

Son 7 g¿nd¿r; 

1) G¿lebiliyor ve olaylarēn komik tarafēnē gºrebiliyorum. 

       Her zaman olduĵu kadar 

       Artēk pek o kadar deĵil 

       Artēk kesinlikle o kadar deĵil 

       Artēk hi­ deĵil 

 

Son 7 g¿nd¿r; 

2) Geleceĵe hevesle bakēyorum. 

       Her zaman olduĵu kadar 

       Her zamankinden biraz daha az  

       Her zamankinden kesinlikle daha az 

       Hemen hemen hi­ 

 

Son 7 g¿nd¿r; 

3) Bir ĸeyler kºt¿ gittiĵinde gereksiz yere kendimi su­luyorum. 

      Evet, ­oĵu zaman 

      Evet, bazen 

      ¢ok sēk deĵil 

      Hayēr, hi­bir zaman 

 

Son 7 g¿nd¿r; 

4) Nedensiz yere kendimi sēkēntēlē ya da endiĸeli hissediyorum. 

       Hayēr, hi­bir zaman 

       ¢ok seyrek 

       Evet, bazen 

       Evet, ­oĵu zaman 

 

Son 7 g¿nd¿r; 

5) Ķyi bir nedeni olmadēĵē halde, korkuyor ya da panikliyorum. 

      Evet, ­oĵu zaman 

      Evet, bazen 

      Hayēr, ­ok sēk deĵil 

      Hayēr, hi­bir zaman 
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Son 7 g¿nd¿r; 

6) Her ĸey giderek sērtēma y¿kleniyor. 

      Evet, ­oĵu zaman hi­ baĸa ­ēkamēyorum 

      Evet, bazen eskisi gibi baĸa ­ēkamēyorum 

      Hayēr, ­oĵu zaman olduk­a iyi baĸa ­ēkamēyorum 

      Hayēr, her zamanki gibi baĸa ­ēkabiliyorum 

Son 7 g¿nd¿r; 

7) ¥ylesine mutsuzum ki uyumakta zorlanēyorum. 

      Evet, ­oĵu zaman 

      Evet, bazen 

      ¢ok sēk deĵil 

      Hayēr, hi­bir zaman 

 

Son 7 g¿nd¿r; 

8) Kendimi ¿z¿nt¿l¿ ya da ­ºkk¿n hissediyorum. 

      Evet, ­oĵu zaman 

      Evet, olduk­a sēk 

      ¢ok sēk deĵil 

      Hayēr, hi­bir zaman 

 

Son 7 g¿nd¿r; 

9) ¥ylesine mutsuzum ki aĵlēyorum. 

      Evet, ­oĵu zaman 

      Evet, olduk­a sēk 

      ¢ok seyrek 

      Hayēr, asla 

 

Son 7 g¿nd¿r; 

10) Kendime zarar verme d¿ĸ¿ncesinin aklēma geldiĵi oldu. 

      Evet, olduk­a sēk 

      Bazen 

      Hemen hemen hi­ 

      Asla 
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APPENDIX-I . CURRICULUM VI TAE 
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2007-2011. Then she graduated from Psychology Undergraduate Programme from 

Cyprus International University between the years 2011-2015. Lastly, she graduated 

from Clinical Psychology Masterôs Programme from Near East University between 

the years 2015-2017.  

       She made intership at Prof. Dr. A. Ķlhan ¥zdemir Public Hospital in February, 

2015, Ankara Atat¿rk Traning and Research Hospital in January, 2016, and at Gazi 

University Medical Faculty Hospital in June, 2016. 
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APPENDIX-J. ORIGINALITY REPORT  

 


